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Abstract 
Fetal Alcohol Syndrome (F AS) and Fetal Alcohol Effects (F AE) are terms used to 
describe the damage caused in utero by the mother' s consumption of alcohol. An array 
of life long physical and central nervous system damage can result, requiring extensive 
tertiary care and resource needs for affected individuals. F AS/E is associated with 
behavioral and learning problems which eventuate in difficulties in the day to day care, 
education and socialization of these children. Because of these problems, children with 
F AS/E and their families often end up receiving services from the child welfare system. 
The literature suggests that alcohol use, and by extension its abuse, is particularly 
problematic in the more northern and remote regions of British Columbia. This has given 
rise to a higher than average incidence ofF AS IE in some northern communities Research 
has also linked F AS/E children with higher than average risk for child maltreatment. 
Clearly, child protection workers need to be knowledgeable about the F AS/E. 
This descriptive study explored the F AS/E knowledge levels of 97 child 
protection social workers, who practice in the northern and remote regions of British 
Columbia (known as Region J). In addition, the study examined four demographic and 
work related variables, gender, education (those with BSW education and those without), 
length ofhuman service experience, and length of time as a social worker with the 
Ministry of Social Services, to ascertain the influence of these factors on the F AS IE 
knowledge base of child protection social workers. 
The findings show that child protection social workers are of the opinion that 
F AS/E is a problem within the northern regions of British Columbia Although workers 
were able to correctly identify some of the more common behavioral and learning 
problems associated with F AS/E, more specific training is required on their general 
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F AS/E knowledge and to a lesser extent, case management strategies. In addition, the 
demographic and work related variables examined in this study were shown to have little 
or no influence on the overall F AS/E knowledge level of child protection workers. The 
findings suggest that competency based training on F AS/E is required, especially in areas 
where higher levels of alcohol use/abuse are known to be problematic. Without this 
training, the needs ofF AS/E children and their families may go unmet. 
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Services relating to the protection of children within British Columbia are 
provincially mandated and come under the direction of the Ministry of Social Services 
(MSS). Recently, the social workers who provide child protection services and the 
Ministry itself have come under attack. This stems in part from the Gove Inquiry, A 
Commissioned Report Into Child Protection (1995) that examined the death of five 
year old Matthew Vaudreuil. The Report is very critical of child protection services 
within British .Columbia. This inquiry has prompted the provincial government to 
seriously overhaul its child protection related services and the in-service training that 
child protection workers (CPWs) receive. 
The training needs of child protection workers occupy an extensive part of Gove' s 
recommendations. He provides numerous suggestions on the type of skills, knowledge 
and abilities required to do child protection work - an area of great debate in the literature. 
Although Gove makes several· recommendations regarding the training needs of child 
protection social workers, he implies that requisite knowledge and skill are dependent, in 
part, on the problems encountered in the client populations being served. 
In 1993, the Canadian Centre on Substance Abuse reported that 71 percent of 
British Columbians over the age of 15 had been consumers of alcohol in the preceding 
twelve months (Single, 1995). Excluding the Yukon and the Northwest Territories, 
British Columbians have the highest alcohol consumption rates in Canada. Although the 
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majority of these consumers do not abuse alcohol, this information does show that 
alcohol use, and by extension its abuse, may be an area of concern. For example, MSS 
workers who provide mandated 'child protection' services for the province of British 
Columbia need to be alerted to the potential rise of two important risk factors. The first 
is that there is general consensus in the literature that alcohol abuse and child 
maltreatment are highly correlated (Murphy, Jellinek, Quinn, Smith, Poitrast & Goshko 
1991; Orme & Rimmer, 1981; Tracey, 1994; Thompson, 1990; Williams & Collins, 
1986). It is now widely accepted that children living with substance abusing parents are 
at higher risk for child maltreatment than any other children (MacDonald & Blume, 1986; 
Tracey, 1994). The second issue, and the one which will be linked to the focus of this 
thesis, is the rising number of children who have been prenatally exposed to alcohol, and 
subsequently suffer from fetal alcohol syndrome (F AS), and the more subtle, fetal alcohol 
effects (F AE). Although there is very little research on the tertiary care needs of children 
with F AS/E, the problems relating to the rising number ofF AS/E children is well 
documented in the literature (Guinta & Streissguth, 1988). 
Briefly described, F AS/E refers to the continuum of birth defects that occur in the 
offspring of women who have consumed alcohol during their pregnancy. These birth 
defects include physical, intellectual, behavioral and overall neurological disorders which 
can cause a multitude of problems for F AS/E individuals and their families. The 
continuum of neurological dysfunction ranges from infant deaths, to less severe damage 
such as hyperactivity and learning disabilities (Abel, 1985; Conry, 1990; McCreight, 
1991; Steinhausen, Willms & Spohr, 1993). Research also indicates that FAS/E children 
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are generally very labor intensive to raise and "burnout" among caregivers is common 
(Guinta & Streissguth, 1988; Malbin, 1991). In addition, Guinta and Streissguth (1988) 
note that, in their clinical experience, F AS individuals tend to be at a higher than average 
risk for physical abuse, sexual abuse and neglect. These authors go on to state that F AS 
children are frequently raised in high risk environments "by mothers who struggle for 
sobriety, have few resources, and little support" (p. 456). Bauer (1991) adds that if the 
mother continues to abuse alcohol, her child rearing capabilities will be impaired "as 
parents who are addicted have a primary commitment to the substance which they are 
abusing, not to their children" (p. 73). The author also notes that these children often live 
in unstable, sometimes dangerous environments, and are cared for inconsistently. It is 
generally only a matter of time before these children come to the attention of child 
protection workers (Bauer, 1991). 
Early identification and appropriate intervention in these families is said to be to 
critical, especially if the child is F AS/E (Mal bin, 1991; Streissguth, 1985). The earlier the 
identification, the greater the likelihood that appropriate intervention strategies can be 
developed to assist F ASIE children and their caregivers. 
Localizing the Problem ofFAS/E- A Northern Issue 
In terms of the high alcohol consumption patterns noted above, the issue of 
F ASIE may be especially problematic in northern British Columbia. Statistics compiled 
by British Columbis's Public Health Units suggest that alcohol consumption is more 
problematic in the northern and remote regions of the province where alcohol has 
contributed to higher rates of infant mortality, suicides and accidents (British Columbia 
Ministry of Health and Ministry Responsible for Seniors, 1993). Alcohol consumption 
among women in northern British Columbia is also increasing with the highest rates 
reported for those in their child bearing years (Statistics Canada, 1991 ). Although many 
women choose not to drink when they learn of their pregnancy, there is the potential for 
the fetus to be damaged before the woman becomes aware that she is pregnant. 
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In the more northern remote areas of the province, where unemployment, poverty 
and low levels of education are associated with high levels of alcohol abuse, the issue 
ofF AS/E tends to be more problematic. Aboriginal populations in these areas are 
disproportionally affected by F AS/E as the chronic unemployment and poverty they 
experience create circumstances that lead to alcohol abuse (British Columbia Premier's 
Forum, 1995). Studies on the incidence ofFASIE as well as anecdotal evidence suggests 
that among some northern aboriginal communities in British Columbia, the rate ofF ASIE 
is as high as one child in five (Asante, 1981; Robinson, Conry & Conry, 1986). 
Excluding the Yukon and the Northwest Territories, the northern areas of British 
Columbia have the highest proportion of Aboriginal people in Canada - ranging from 
27% in Prince Rupert to 17% in Prince George (British Columbia Premier's Forum, 
1995). 
Prevention ofF AS/E, in the form of education and awareness, is said to be the 
key to protecting children (Streissguth, 1994; Wright, 1981). The existing reality, 
however, is that many more FAS/E children will be born before better awareness and 
prevention of the problem occurs. 
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The assumption ofGove (1995), and indeed this study, is that the required 
knowledge of social workers depends in part on the problems encountered in the 
population where they work. In terms of the alcohol consumption patterns referred to 
above, a required knowledge base of alcohol related issues and more specifically F AE/S, 
could be considered mandatory for child welfare professionals, especially those working 
in regions and among populations with high alcohol use. This means that those providing 
child protection services in northern and remote areas need to have an overall awareness 
of F AS/E, in order to assess and manage problems experienced by these children and 
their families. Without this knowledge, appropriate intervention and case management 
strategies can not be developed and overall case planning for these children and their 
families may be compromised. 
The 'Work' of Child Protection 
The Gove Inquiry (1995) raises fundamental questions about the qualifications 
and training of social workers who provide child protection related services for the 
Ministry of Social Services within British Columbia. Kadushin (1974) has called child 
welfare "a specialized field of social work" (p. 5). Lieberman, Hornby & Russell (1988) 
state that there is "arguably no single profession more closely identified with the field of 
child welfare than social work ... [pointing to] the exclusivity of social work in providing 
child welfare services" (1988, p. 484). 
Historically, both the familial and the professional responsibility of child welfare 
has been seen as a "women's field" or women's work (Swift, 1994, p. 486). The care of 
children has traditionally been and generally remains, a responsibility relegated to 
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women. Swift (1994) also notes that in addition to the child welfare profession being 
dominated by women, so are the majority of clients that child welfare agencies serve. 
This 'genderification' of caring for children draws a similar parallel with F AS/E. As is 
the case with child care, FAS/E is also mistakenly perceived as being only a 'woman's 
issue'. Although F AS/E is directly caused by women who drink during pregnancy, the 
reality is that most women, who give birth to alcohol affected children, rarely drink alone. 
Many do so in the company of their male partners. It has been my experience, as a child 
protection social worker, that once the child is born, the male partner often abandons the 
relationship, leaving the woman to parent the F AS/E child with little support and no 
resources. Intervention by child welfare agencies, at this point, often becomes the 
woman's only option. 
The 'work' of child protection has also become increasing complex. The erosion 
of the social safety net is placing more demands on workers as case loads expand and 
resources are cut. "While investigation and assessment skills have become increasingly 
more critical they are at the same time under closer scrutiny" (Wachtel, 1991, p. 8). In 
my recent experience as a child protection social worker, resources for the diverse 
problems of children and their families are more scarce and issues such as F AS/E must 
compete for access in an already underfunded resource pool. On the one hand, it may be 
unrealistic to expect child protection professionals to be knowledgeable about all 
problems they encounter in their day to day work with children and families. On the 
other hand, to practice effectively in providing for client's needs, it is important for 
workers to be aware of the prevailing problems that affect the population being served. 
Research Questions 
The two questions examined in this research are as follows. First, "What is the 
level ofF AS/E knowledge, among social workers who provide child protection services 
in the northern region of British Columbia?" 
Three dimensions ofF AS/E knowledge will be examined: 
1) General Knowledge ofF AS/E; 
2) Knowledge associated with the behavioral and learning characteristics of 
FAS/E;and 
3) Case management strategies used in working with FAS/E individuals. 
The second question explores "What demographic and work related 
characteristics influence the F AS/E knowledge level of these workers?" The 
characteristics that will be explored are: 1) gender; 2) education; 3) total amount of 
human service experience; and 4) total amount of time employed as a social worker with 
the Ministry of Social Services (MSS). 
My own experience as a child protection worker has shown that social workers 
who provide child protection related services are now becoming increasingly aware of 
their own needs regarding F AS/E education. This is also demonstrated in the increasing 
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number of workshops, conferences, reference material and discussions with First Nations 
groups regarding F AS/E. Once these children enter the child protection system, CPW s 
are called upon to provide many services in their role as the 'case manager'. In order to 
carry out this task effectively, the presenting problem must be understood. The emphasis 
in the case management model currently used by MSS child protection workers has a 
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focus on the worker's role as a broker, advocate and a coordinator of services (Carter, 
1995). Often, families with F AS/E children require assistance in advocating for programs 
and services that are not readily available to these children. Some parents/caregivers 
need education about F AS/E, and still others may require referrals to professionals who 
may or may not be available in the geographical area where they live. If the CPW is 
unaware ofFAS/E, assessment and case planning is compromised (Guinta & Streissguth, 
1988). 
As noted earlier, the overall training that British Columbia child protection 
workers receive is under review. A further and directly practical purpose of this study is 
to make the findings of this research available to the Ministry of Social Services for 
consideration in terms of child protection workers' training needs. 
Importance of the Research Topic 
Knowledge ofF AS/E for child protection social workers is considered important 
for several reasons. First, knowledge is required to assist in early detection and 
prevention ofF AS/E. After the child is assessed, a comprehensive understanding of the 
problems associated with F AS/E is required in order to initiate appropriate interventions. 
It is said that early detection and appropriate intervention can maximize a child's ability 
no matter what the problem. Without appropriate F AS/E knowledge, these intervention 
strategies cannot be developed. 
A second reason for this study stems from the paucity of research relating, to 
effective intervention strategies with F AS/E children. Apart from anecdotal information 
from parents and caregivers, no information has been derived from controlled research 
studies that have investigated intervention and case management strategies for F ASIE 
individuals. One place to start is to ascertain the F ASIE knowledge level that currently 
exists among CPW s. From this awareness, further training can be developed and 
appropriate intervention strategies can be devised. The growing number of individuals 
that are being identified, however, points to the need for further research in all areas of 
F ASIE including prevention and tertiary care needs. 
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On a professional level, part of the reason for 'burn out' and high frustration levels 
among child protection workers is linked to the lack of knowledge on effective 
management of their client caseloads. Increasing child protection worker knowledge in 
areas such as F ASIE can provide a more accurate assessment of the presenting problem 
and therefore decrease worker frustration. As Gove (1995, Volume 2, p. 151) points out, 
"Matthew' s Story is a tragic illustration of how critical investigation and assessment are 
to child safety". If the child protection worker is unaware of the potential risks, the end 
result, as illustrated in the case of Matthew Vaudreuil, could be fatal. In addition, 
"placing children (in a foster care situation) is more difficult when their behaviors are not 
clearly understood and no definite treatment protocols are available" (Weiner & Morse, 
1994, p. 71 ). Without an awareness of the current knowledge base that exists among 
child protection workers, future training needs may not be met . 
On a more personal level, the impetus for conducting this study was precipitated 
by my own experiences as a child protection worker in several northern and remote 
communities in British Columbia in the early 1990's. During that time I encountered 
many children, who unbeknown to me, were affected by F AS/E. It was my own 
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frustration and the inability to effectively case manage the needs of these individuals that 
led me to seek "outside help". These frustrations were alleviated somewhat after the 
first, of what was to be many children, was diagnosed at Sunny hill Hospital in Vancouver 
with F AS. It was the clinical staff who provided me with some basic information on this 
disorder. No one knew about F AS/E in the communities where I worked. I also realized 
that I was not alone in this abyss. Many of my colleagues whom I liaised with in other 
northern offices were having similar frustrations with suspected F AS/E individuals. At 
the time of writing this study, I have not been able to locate any research that examines 
strategies for child protection workers in the case management of these children and their 
families. This study, thet:efore, is not only timely, but it is also intended to be the impetus 
for further research that looks at more effective policy and practice in the recognition, 





The problems associated with the consumption of alcohol during pregnancy have 
been "a matter of concern for thousands of years" (Elliott & Johnson, 1983, p. 67). 
However, it was not unti11968, that Doctor Paul Lemoine, a pediatrician in Nantes 
France, published the first description of the children who are now known as having 
"fetal alcohol syndrome" (F AS) (Streissguth, Ladue & Randels, 1988). While there is 
still much to be learned, "alcohol's capacity to damage the developing fetus is 
indisputable" (Morse, 1991, p. 1). Today, FAS is recognized as the leading known cause 
of mental retardation in the western world (Streissguth, Aase, Clarren, Randels, LaDue, 
& Smith, 1991). Many ofthe problems that stem from alcohol can be averted, as is the 
case for FASIE which is entirely preventable (Streissguth, 1994). 
The problems associated with F ASIE are still being documented. To date, much 
of this research has focused on the criteria that make up the F AS IE diagnosis and/ or 
prevention. Although prevention is the key to eradicate F ASIE, more information is 
required on what child welfare agencies can do to meet the tertiary care needs of those 
already affected. Child welfare workers, in their day to day contact with families, may 
unknowingly be dealing with F ASIE individuals. It is important in this contact to be 
aware of the signs and symptoms ofF ASIE, in order to complete accurate assessments 
and devise appropriate interventions and case plans. Social workers in northern British 
Columbia need to be particularly aware ofF AS/E, given the high incidence of alcohol 
use among northern and remote populations (British Columbia Ministry of Health and 
Ministry Responsible for Seniors, 1993). It is within this context, that the literature will 
be reviewed. 
Fetal Alcohol Syndrome/Fetal Alcohol Effects 
The term Fetal Alcohol Syndrome {FAS) is a medical one, used to describe a 
specific constellation of malformations. In addition to a maternal history of alcohol use 
during pregnancy, the criteria used to make the diagnosis include: 
1) growth deficiency both in utero and after birth; 
2) a pattern of specific facial abnormalities; and 
3) a consortium of central nervous system dysfunctions which may include 
delayed development, hyperactivity, attention deficits, learning disabilities and 
intellectual deficits that range from slight difficulties to the more severe mental 
retardation. 
Children who have been exposed to alcohol in utero without exhibiting all three 
of the above criteria, are clinically assessed as having "possible fetal alcohol effects" or 
F AE (Mal bin, 1991; Streissguth, Aase, Sterling, Clarren, Randels, LaDue, & Smith, 
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1991 ). Some medical professionals choose not to distinguish between F AS and F AE and 
refer to affected individuals in both groups as having 'Alcohol Related Birth Defects' or 
ARBD (Isbell & Barber, 1993; Morse, 1991). To facilitate consistency and clarity within 
this study, only the terms F AS and F AE will be used . 
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There is no medical test that can be performed to conclusively determine either 
FAS or F~ (Smitherman, 1994). Diagnosis is based on the interpretation ofthe criteria 
listed above, in addition to a maternal history of alcohol use during pregnancy (Codero, 
Floyd, Martin Davis & Hymbaugh, 1994). Because F AE can be more difficult to 
diagnose, given the absence of typical facial characteristics, it often goes undiagnosed. It 
needs to be noted however, that F AE is in many ways just as debilitating as F AS 
(Burgess & Streissguth, 1990). As these authors point out, FAE individuals have some of 
the same problems as FAS and therefore some ofthe same needs. FAE is not necessarily 
less severe than FAE, only a lesser expression of it (Streissguth, 1994). 
According to Smitherman (1994) "the conditions of exposure to alcohol during 
pregnancy that produce FAS/E are uncertain" (p. 121). The nature and extent of alcohol's 
damage to the child depends upon many factors, including the timing of alcohol 
consumption by the expectant mother, the pattern of alcohol abuse (i.e. binge drinking or 
daily use), whether other drugs were used and other features of the fetus and mother (i.e. 
mother's nutrition, genetic predisposition) (Clarren & Smith, 1978; Streissguth, 1986; 
Sokol, 1984). It has been found that drinking during the first trimester of pregnancy is 
most serious in terms of birth defects. It is during this trimester when the organs and the 
brain of the fetus begin to form, a time commonly referred to as 'organogenesis' (the 
beginning of organ development). The brain is one of the fust organs to be developed 
and one of the last to be completed. It is during this time of organogenisis however, that 
many women are unaware that they are pregnant. 
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Consuming alcohol during the second trimester of pregnancy can cause the fetus 
to spontaneously abort. The third trimester is said to be a time when critical brain 
development occurs. Drinking during this latter period of pregnancy can impair higher 
ordered cognitive functions such as abstract thinking, being able to generalize 
information from one situation to another, and to understand the connection between 
cause and effect. Since no two pregnant women are the same, trying to discern the 
specific time during the trimesters that damage occurs, is next to impossible. Because of 
this uncertainty, total abstinence from alcohol consumption during pregnancy is said to be 
the only way to guarantee the prevention ofF AS or F AE (Able, 1990; Guinta & 
Streissguth, 1988). 
Prevalence of FAS/E 
With F AS now recognized as the leading cause of mental retardation, the 
incidence figures are surpassing those of Down's Syndrome and spina bifida combined 
(Burgess & Streissguth, 1992). Luke (1990) and Streissguth (1991) for example, suggest 
that approximately eight percent of all 'mild' mental retardation appears to be the result 
of prenatal exposure to alcohol. 
The literature points out that it is difficult to describe with any accuracy the 
magnitude ofFASIE among the general population (Able & Sokol, 1987; Cordero, Floyd, 
Martin, Davis & Hymbaugh, 1994 ). As a result the incidence or prevalence ofF AS IE, is 
not clearly documented. There are several reasons for this. First, no definitive test exists 
and diagnosis is based on a "coalescence of evidence" (Smitherman, 1994, p. 121). To 
diagnosis F ASIE requires additional training by physicians and few have acquired this 
15 
training. Second, it is not mandatory to report F AS/E in birth records (Cordero, Floyd, 
Martin, Davis & Hymbaugh, 1994). In addition, without sufficient training the 
stereotypical facial features associated with the syndrome are not easily recognizable and 
the effects of the central nervous system damage may not show up until several years 
after birth (Able & Sokol, 1987). Finally, 'subjective' interpretations coupled with the 
lack of remedial resources to 'fix it' makes many physicians reluctant to diagnose the 
disorder (Williams, Howard & McLaughlin, 1992). As a result, only conservative 
estimates ofFAS/E are available. 
In a 1990 prevalence study conducted in an unspecified area of the United States, 
a 100% failure rate at diagnosing F AS in newborns was noted (Little, Snell & Rosenfeld , 
1990 cited in Smitherman, 1990). In Canada, the situation may be similar as there is no 
mandatory requirement to keep records of children that are born with F AS/E. Often, 
"children with FAS are not identified until they come to the attention of the education 
system or social services and only then because of developmental delays or physical 
problems" (Williams, Howard & McLaughlin, 1992, p. 87). 
Streissguth and Guinta (1988) point out that the prevalence ofF AS in any 
community depends on the number of women of childbearing age that abuse alcohol. 
Worldwide figures estimate the rate ofF AS to be 1. 7 per 1000 live births, with rates 
increasing as older children are later identified (Codero et al, 1994). For FAE, Burgess 
and Streissguth (1990) suggest the worldwide prevalence to be approXimately 1 in 300-
350. Although there are no accurate statistics, conservative estimates of the incidence of 
F AS/E in Canada is said to be 1-3 live births per 1000 (Rosett, 1980 as cited in 
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McKenzie, 1992). A similar rate for this province is noted by the British Columbia 
Resource Society (1991) which suggests that the incidence rate of 3 to 4 F AS children 
per 1000 live births, may not be an unreasonable estimate. As discussed below, however, 
these rates may be much higher among some First Nations populations. 
Several studies of F AS/E among northern British Columbia communities suggest 
that F AS/E may be more problematic in the northern region of the province. Robinson, 
Conry, and Conry (1991) tested all children, ranging in ages from 0-18 years, who 
resided on one northern British Columbia reserve. Of the 123 children that were studied, 
25.8 percent had significant handicaps, of which 85 percent were attributed to maternal 
alcohol abuse. Asante and Nelms-Matzke, (1985), in their study of23 northern British 
Columbian and 15 Yukon communities, found that amid the handicapped population, one 
child in three had been prenatally exposed to alcohol. Although these studies are said to 
have methodological problems, this does not detract from the major finding that points to 
the high incidence of F AS/E in northern communities. 
Aboriginal Populations and F AS/E 
The incidence of substance abuse problems among Canadian Aboriginal 
populations is well documented (Aboriginal Peoples Survey, 1993; Health Canada, 1995; 
LeCavalier & McKenzie, 1993; Scott. 1993). Poor economic conditions such as poverty 
and unemployment, as well as low educational levels and social pressures are a major 
cause of these other health related problems (British Columbia Ministry of Health and 
Ministry Responsible for Seniors, 1993) . According to Scott (1993), Aboriginal people 
are also over represented in alcohol and drug treatment services. "About 40% of those in 
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treatment are women, with the bulk of treatment participation in the 25-34 age category" 
(LeCavalier & McKenzie, 1993, p. 2). 
Although F AS/E cuts across ethnic and economic barriers, the literature suggests 
that most economically disadvantaged and powerless groups in our society are more 
impacted by this disorder (Malbin, 1991; Streissguth, 1994). Minority groups such as 
Afro Americans and North American Aboriginal populations appear to be particularly 
affected as they remain among the most economically disadvantaged in North American 
society. According to the Child Health Committee of the Manitoba Medical Association 
(1993, p. 21) ''Native Americans are 33 times more likely ... as Caucasians to have a child 
with F AS." Other research supports this by suggesting that North American Aboriginal 
populations in both the United States and Canada have relatively high prevalence and 
incidence statistics ofFAS/E (Asante, 1981; Aase, 1981; Aase and Samet, 1983; May and 
Hymbaugh, 1982; Macleod, Colis, & Smith, 1983; Robinson, Conry and Conry, 1987; 
cited in Streissguth and Guinta, 1988). The highest reported prevalence ofF AS to date is 
documented in a study by Robinson, Conry and Conry (1987). In this study of a northern 
First Nations community in British Columbia, one in five children was affected by 
FAS/E. 
The Canadian Centre on Drug Abuse also notes the incidence of F AS/E to be 
higher than average among Aboriginal populations (McTimoney, Savoy & van Gaal, 
1989 as cited in McKenzie, 1992). In 1989, the Canadian National Native Alcohol and 
Drug Abuse Program's quarterly report pointed out that "41 out of 54 responding 
Friendship Centres reported abuse problems for every classification of substance ... among 
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pregnant women. Substances abused included alcohol, cannabis, prescription drugs ... " 
(as cited in McKenzie, 1992, p. 30). MacLeod, Colls & Smith (1983) in their study, used 
statistics found in the Health Surveillance Registry of British Columbia to document the 
high incidence ofF AS among Native children in British Columbia. Up until the end of 
1981, sixty percent of those diagnosed with F AS at birth were of Aboriginal descent. 
Considering that there were no reporting requirements for F AS/E during that time, and 
that only the most severe of cases would have been diagnosed, these results have 
implications as to the magnitude of the problem among the Aboriginal population. 
More research on the prevalence ofF AS/E needs to be carried out with First 
Nations communities before the true extent of the problem can be assessed. However, in 
one American study on the prevalence and demographic characteristics of alcoholism, 
Native Americans had the highest incidence of family history of the disease - 46.1% for 
men and 62.8% for women (Harford, 1992). The literature on Canadian Aboriginal 
populations suggests similar findings. In the Draft Report on the Health of First Nations 
in British Columbia (1995), alcohol consumption is described as one of the most 
significant issues affecting the health of Native peoples in B.C. Most alarming in this 
report is the mention of an earlier study of three unspecified northern B.C. communities 
which found that 60% of the young people aged 11- to 15 years living on reserve 
reported consuming beer in the two months prior to the survey. Eighty percent of those 
aged 16 to 20 years reported the same consumption levels (Health Canada, 1995). The 
Aboriginal People's Survey (1993) appears to confirm this pattern noting that 72.9% of 
the total number of people surveyed who live on reserves in British Columbia reported 
that alcohol abuse is a problem in their communities. If these alcohol consumption 
patterns among Aboriginal peoples are any indication, the problem ofF AS/E amongst 
this population could be at epidemic proportions. 
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Although the literature suggests that both the American and Canadian Aboriginal 
populations are represented disproportionally among the alcohol and drug abuse statistics, 
it is important to keep in mind that F AS/E is not an "Aboriginal problem" - it is, as 
Streissguth (1994) points out, an "alcohol problem". Women from all cultures and 
socioeconomic classes who consume alcohol during their pregnancy are at risk for giving 
birth to an F AS/E child. In addition, it needs to be emphasized that alcohol abuse is 
directly attributable to structural causes like unemployment and poverty, which are 
endemic among Aboriginal populations in Canada. 
Tertiary Care Needs ofFAS/E Individuals 
The numerous problems that are associated with central nervous system (CNS) 
damage resulting from prenatal alcohol exposure are varied and complex and require a 
variety of social and medical interventions. For example, alcohol affected babies are 
generally difficult to care for. The infant will probably be irritable and have irregular 
sleep patterns, which can affect the bonding process between mother and child (Wright, 
1981 ). Less severely affected children can also exhibit a range of medical, and 
psychological problems. As Guinta and Streissguth (1988) point out "F AE children have 
some of the same problem and subsequent needs as the FAS child" (p. 453). These 
problems exert greater than normal demands on the family. A coordinated effort from all 
health and human service related disciplines is required if society is to meet the needs of 
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these children and their families. Although prevention is clearly a priority in reducing the 
growing numbers ofF AS/E children, tertiary care strategies are required to help the 
children that are affected "live their lives to the fullest potential" (Malbin, 1991, p. 2) . 
Social workers in child protection agencies may be in the best position to initiate 
intervention. Often, it is difficult for medical professionals to make in-roads with 
alcohol using women as many of these mothers receive little or no health care during the 
course of their pregnancy. After the child is born, mothers who are still in denial 
regarding their alcoholism may resist attempts by health care workers to provide services 
for their affected child. Due to the dynamics of alcoholism, which may prevent the 
alcoholic mother from being able to meet the needs of the child, the first community 
service contact with these children and their families is often the child protection agency. 
In addition to the child's "annoying and persistent behavioral problems" 
inadequate and/or inconsistent care, neglect and abuse all occur as a result of the 
dysfunctional alcoholic milieu (Malbin, 1990, p. 4). If the child protection worker is 
familiar with the signs and symptoms ofF AS/E and has an awareness of the immediate 
and long term needs of these children, the first contact with the agency can alert the 
worker to seek out a medical assessment and follow up with appropriate interventions. 
Streissguth and Guinta (1988) also suggest that the children who are 
subsequently apprehended and placed in safe, nurturing families remain at risk, because 
their behavioral problems can exhaust even the most skilled foster parent. This can have 
a major impact on social services agencies who have a limited number of foster 
placements with varying levels and degrees of skill. The child becomes further 
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traumatized by moving from home to home as the foster parents, especially those with 
no awareness of the problems associated with F ASIE, become 'burnt out'. In these 
situations, being aware of the range of needs for both the child and the caregiver becomes 
critical. Respite care of the child becomes essential for the foster parent/caregiver. To 
maintain the long term placement, accurate and early identification (stemming from a 
comprehensive knowledge of the disorder), becomes the basis for the development of 
appropriate parenting and professional strategies (Mal bin, 1991 ). Mal bin also suggests 
that if F AS/E is left undetected, the implications are grave. The older the individual at 
the time of identification, "the more deeply entrenched the secondary symptoms of 
psychopathology which develop over time appear to be" (Malbin, 1991, p.2 ). This 
entrenchment challenges effective treatment. Streissguth and Guinta (1990) argue that 
although early intervention and diagnosis does not ameliorate the CNS, damage it "can 
improve the ultimate level of adaptive functioning and assist children in developing to 
their fullest potential" (p. 3). 
Long Term Outcomes with FAS/E 
Given that awareness ofFAS/E is recent (since 1968), research into its long term 
outcomes is scarce. The few studies that have been undertaken suggest that the 
"development and cognitive handicaps persist as long in life as these patients have been 
studied .... the CNS problems continue, often with more severe repercussions than those 
experienced in early childhood" (Streissguth, 1994, p. 76). Attention deficits and 
problems with judgments, comprehension and abstraction were the most frequently 
reported behavioral problems" (Streissguth, 1991, p. 1961 ). It is not clear in these 
studies, however, whether or not the subjects had the benefit of early diagnosis and 
consistent care. "Children with F AS/E vary considerably in their skills and how they 
respond over time to treatment" (Burgess & Streissguth, 1992, p. 26). However, these 
individuals have a biologically based condition and as such the effects are life long. 
"There is no treatment that will undo the damage or undo the disability .... Children with 
F AS will never be what they might have been" had they not been prenatally exposed to 
alcohol (Streissguth, 1994a, p. 45). 
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One of the most extensive long term research studies undertaken thus far on the 
psychopathological and cognitive limitations ofF AS children, suggests that "the 
outcome of these children is rather gloomy" (Steinhausen, Willms & Spohr, 1993, p. 
990). Of the 158 F AS children who were initially examined with pediatric, psychiatric, 
and psychological measures between 1977 and 1991, the findings show "that a number 
of psychiatric disorders persist over time, namely hyperkinetic disorders and, especially 
during school age, emotional disorders, sleep disorders and abnormal habits ... " 
(Steinhausen, Willms & Spohr, 1993). During adolescence, those with FAS are also 
sexually curious, however because of their cognitive limitations and lower development 
"they often lack understanding of socially appropriate sexual behavior" (Guinta & 
Streissguth, 1988). 
Other long term outcomes associated with F AS/E are that individuals have 
difficulty holding down jobs and consequently end up on welfare. Money management is 
also an issue, parenting ability is often questionable and affected individuals require 
some form of supervision in their day to day lives (Streissguth, Aase, Clarren, Randels, 
Ladue & Smith, 1991 ; Guinta & Streissguth, 1994 ). 
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There have been no research studies published to date that have followed F AS/E 
children to determine whether they have more trouble with the law than other groups. 
Research conducted by the Canadian Centre for Justice Statistics suggest that many 
young offenders come from homes where alcohol or drug abuse is problematic, have 
learning disabilities are hyperactive and anti-social (1994). This description can be said of 
many children who have F AS/E. Smitherman (1994) suggests that reasoning and 
judgment abilities plateau at around 14 to 16 years of age and as such they require 
supervision typically given a much younger child. Many are not willing to accept this 
intense supervision. Because of this, in addition to their limitations around impulse 
control, lack of ability to predict consequences for their actions, and their lack of 
judgment even into adulthood, the risk of an affected individual's involvement with the 
law increases (Capron, 1992; Smitherman, 1994). Many FAS/E individuals are said to 
end up in jail with high rates of recidivism. 
Conclusion 
In light of the information presented above, social workers, educators and health 
professionals in general, need to be aware of the characteristics ofF AS/E. In their 
practice it is important that they be alerted to the possibility of alcohol affected children 
when working with families that have a history of maternal alcohol abuse. It is widely 
accepted that children living with substance-abusing parent(s) are at higher risk for child 
maltreatment. This risk increases dramatically with F AS/E children, given the nature of 
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their behaviors. It is also critical that child protection workers in particular, understand 
the magnitude of the problem, in order to set in motion the coordination of resources 
that are necessary to meet the demands of caring for an alcohol affected child. Other than 
giving birth to an F ASIE child, the first contact with "the system" often occurs in the 
form of a child protection complaint. If the protection worker lacks the basic knowledge 
to identify the F ASIE client and is unfamiliar with the dynamics of the substance abusing 
milieu, the resulting assessment of the situation will be inadequate and the case planning 
becomes compromised. Training in the physical, behavioral and cognitive manifestations 
ofF ASIE, as well as being able to identify the needs of children and their caregivers, is 
essential, if the worker is to participate in the appropriate identification, referral and 
intervention with these high risk clients. 
In terms ofthe magnitude ofFAS/E within society, especially among 
economically disadvantaged groups, child protection social workers in addition to other 
health professionals, require specific training in assessing and managing the needs of 
F ASIE affected individuals and their families. In addition, the highest prevalence figures 
ofF ASIE to date originate in a study that was done in an Aboriginal community in 
northern British Columbia. As was stated earlier in this chapter, next to the Yukon and 
Northwest Territories, northern British Columbia has one of the highest concentrations 
of Aboriginal people in Canada. These facts bring the issue ofF ASIE much closer to 
those who work in providing health and human services in the northern areas of British 
Columbia. Only through proper assessment can appropriate case management strategies 
be implemented. In order to do this effectively, an adequate knowledge base around 




Methods and Procedures 
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The purpose of this chapter is to outline the methods and procedures used in 
carrying out this study. The data was collected by means of a questionnaire which was 
completed by child protection social workers employed by the British Columbia Ministry 
of Social Services within Region J (see map in Appendix B). This chapter describes 1) 
the research design, 2) the population from which the sample is derived, 3) the method 
used to collect the data, 4) the instrument used to gather the information, and 5) the data 
analysis techniques used to examine the results. 
Research Design 
To study the F AS/E knowledge base of child protection workers in Region J, an 
exploratory and descriptive research strategy, utilizing a survey, was adopted. Very little 
is known about the research questions under study and this type of research strategy lends 
itself to breaking new ground on a relatively unknown issue. The characteristics of 
exploratory and descriptive studies are identified by Neuman (1994). He suggests that 
the goals of a explorative study are to: "1) become familiar with the basic facts, people 
and concerns involved; 2) develop a well grounded mental picture of what is occurring; 
3) determine the feasibility of doing additional research; 4) formulate questions and refine 
issues for more systematic inquiry; and to 5) develop techniques and a sense of direction 
for further research. The goals of descriptive research are to: 1) to provide an accurate 
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profile of a group; 2) give a verbal or numerical picture; 3) fmd information to stimulate 
new explanations; 4) present basic background information or a context; and to 5) 
document information that contradicts prior beliefs about a subject" (p. 20). Neuman 
(1994) also points out that descriptive and exploratory research have many similarities 
and it is often difficult to separate the characteristics of each. This is also the case in this 
study. 
Sample Selection 
In British Columbia, the overall responsibility for providing child protection 
services rests with the provincial MSS. Through a 'memorandum of understanding' 
between the federal government and the province, this responsibility also includes the 
provision of child protection services to First Nations people who live on reserves 
(Province of British Columbia, 1992).1 
Within MSS, child protection responsibilities are divided into geographical 
regions, with the northern area designated as 'Region J'. This region serves the child 
protection needs of British Columbians from Quesnel in the South, to the Yukon/British 
Columbia border in the north, from the Alberta/British Columbia border to the east, and 
to the Queen Charlotte Islands in the west. This region of the province includes 
approximately two thirds of the land mass of British Columbia and less than two percent 
of its total population (see map in Appendix B). 
1 In a move toward First Nations self-government, MSS espouses a commitment to delegate this 
responsibility to the member Bands whenever possible. To date only one FN group has been given this 
delegation of authority (Province of British Columbia, 1992). 
28 
The population of primary interest in this study is all social workers who provide 
child protection related services for MSS within Region J. A sample frame, akin to a 
'saturation' was selected. This included all full time, part time and auxiliary social 
workers who were actually providing child protection related services at the time of the 
study. 'Child protection related services' are defined as those that are provincially 
mandated and carried out by MSS. They include intake and assessment (incoming calls), 
apprehension and placement, family support services, resource management (recruiting 
foster homes) and adoptions. Also included in this study are those social workers who 
may have been employed in a dual role, such as half time child protection services (intake 
worker) and halftime providing services to people with mental handicaps. The list of 
workers that fit these criteria was provided by the Region J personnel office, located in 
Prince George. Those who were seconded to other positions, or on a leave of absence for 
any reason such as holidays were excluded. 
Child protection services are delivered out of district offices within certain 
geographical areas. The supervisor of the office is known as the district supervisor and is 
responsible for providing mandated child protection services within his/her district. 
District offices in the smaller communities are classified as 'generalist' offices which 
means they provide the whole range of child protection services (i.e. intake and 
assessment, adoption, foster home recruitment and family services). District offices in 
larger urbanized areas tend to be more 'functional' providing only one service or function 
such as intake and assessment, adoption or resources. 
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Prior to sending out the surveys to the respective offices, the Supervisor of 
Administrative Staff(SAS) in each ofthe 32 district offices in Region J was contacted by 
telephone to compare the list provided to me by the personnel office, to the number of 
social workers that were actually providing child protection related services in their 
respective offices. From these inquires, a list of 149 possible respondents was obtained. 
Data Collection 
A questionnaire was utilized to gather the data for this study. Given the 
relatively large number of potential respondents, the immense geographical expanse of 
the region, the number of questions that were asked and the limited time frame in which 
to complete the study, a mailed questionnaire appeared to be the best option for collecting 
data. 
As prior studies on the F ASIE knowledge base of child protection social workers 
have not been conducted, it was necessary to create a new instrument for this study. In 
developing this instrument, the following steps were used. First a list of questions to 
assess the F ASIE knowledge level of child protection social workers was devised. The 
questions were based on my own personal experience as a child protection worker as well 
as what the literature suggested was important to know, in working with F ASIE clients. 
As Guinta and Streissguth (1988) point out, F AS individuals are often involved with the 
social service network either because of their multiple handicaps and/or because their 
mothers are incapacitated. To best serve these children these authors suggest that 
helping professionals need to know how to identify F AS and its characteristics, as well as 
the needs ofF AS individuals and their caregivers. The research tool addresses these 
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areas by including questions relating to: 1) General F AS/E Knowledge; 2) Behavior and 
Learning problems associated with F AS/E; and 3) Case Management Strategies used in 
working with affected individuals. For the purposes of this study, general F AS IE 
knowledge is defined as awareness of the etiology (cause), identification (main 
characteristics) and the diagnostic criteria and services required. The behavior and 
learning category addresses whether respondents can identify typical behavior and 
learning difficulties ofF AS/E children, the coping problems that children have in the 
classroom as well as the common 'mis-diagnosis' or labels that are bestowed on these 
children. The case management section looks at whether child protection social workers 
know some of the strategies used to effectively manage affected children and their 
families. 
Once the questions were created, they were paneled by several Health and Human 
Science faculty members at UNBC for clarity and content validity. Content validity 
refers to "how well the measure samples the universe of content relevant to the construct 
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being assessed" (Cone & Foster, 1994, p. 57). 
The initial draft of the questionnaire was sent, along with a copy of a covering 
letter and the research proposal to the UNBC Ethics Committee. Once approval for the 
research was granted, arrangements were made to pre-test the instrument at the Ministry 
of Social Services office at 100 Mile House, a small area south of Williams Lake, which 
is located in Region 'G' . This district office was chosen because of its close proximity. 
Also, in terms of office demographics, it most closely resembled the majority of offices 
existing inside Region J. Five protection social workers were involved in the pre-test. 
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After completing the questionnaire they were asked for their comments on the clarity of 
the questions and the extent to which the items related to the overall F ASIE knowledge 
base of workers (content validity). The fmal survey questionnaire was developed from 
this pre-test. 
Survey Tool- Questionnaire 
The final questionnaire contained five sections (see Appendix C for a copy of the 
questionnaire). These sections consisted of questions in the following areas: 
1) Demographic and work history of the participants; 
2) Opinions on the prevalence ofFAS/E on worker caseloads; 
3) General knowledge ofFAS/E; 
4) Knowledge of the behavioral and learning difficulties associated 
with F AS/E; and 
5) Knowledge of the case management strategies ofF AS/E. 
In exploring the F AS/E general knowledge, behavior and learning problems and 
case management strategies of workers (sections three through five) questions were 
divided into two parts. The first part was designed as a 'filter question', requiring the 
respondent to answer 'yes' or 'no'. The second part required an explanation as to why they 
gave a particular answer. For example, question #1 in Section 3 asks: 
"In your opinion, does F AE differ from F AS?" 
___ N. o 
___ Yes. If yes, how do they differ. 
Administration of Questionnaire 
A total of 149 questionnaires were mailed out to the regions' thirty two offices on 
the 11th day of August 1996. Attached to each survey questionnaire was a covering 
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letter. This introduced the study, asked respondents to participate and gave instructions 
for the completion of the questionnaire (see Appendix D). The letter also outlined that 
confidentiality would be maintained and asked respondents to complete the questionnaire 
without assistance from colleagues, friends or reference material. A completion date of 
September 8, 1996 was given for the return of the questionnaires. 
The package of questionnaires was sent to the respective Supervisor of 
Administrative Support (SAS) within each office and included a letter of instruction for 
their distribution. Contact had been made with each SAS by telephone before they were 
mailed-out, explaining the nature of the study and defining who was to get a copy of the 
questionnaire. During this call, support in the distribution, collection and return of the 
completed survey was elicited. I also received permission from the Regional Director to 
have the completed surveys returned to me via the MSS mailing system. An E-Mail to 
the respective office SAS confirming this arrangement, was sent by the Regional 
Director. This gave further support for this study. 
By September 1, 1995, approximately fifty percent of the questionnaires had been 
returned. A second letter was sent to the office's SAS, asking them to advise respondents 
that the deadline for return of the surveys was extended to the 15th of September 1995. 
Although the majority of the respondents who returned the completed questionnaires did 
so before the 15th of September, 1995, I accepted all questionnaires that were returned. 
As the surveys were returned they were 'logged in' as to their date of arrival and the 
office code from where they came. 
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From the 149 questionnaires that were sent out to all Region J child protection 
social workers, 97 were returned. This return rate of 65% represented 31 of the 3 2 
district offices in the sample. According to Babbie (1979) this return rate is considered 
"good", and is adequate in terms of exploring the research questions posed in this study. 
Methods of Analysis 
The variables of primary interest (the dependent variables) in this study are the 
knowledge based questions, located in sections three, four and five of the questionnaire. 
The responses to these questions are described in Chapters 4 and 5 by frequency and 
percentage distributions. One of the questions addressed in this research is what accounts 
for the F AS/E knowledge base ofMSS child protection workers. This is looked at in 
Chapter 6 by assessing the relationship between the demographic and work histories of 
respondents (the independent variables) and their knowledge ofF AS/E. The 
demographic and work related variables are: 1) gender; 2) education; 3) years of human 
service experience, and 4) years of social work experience with MSS. 
The relationship between the knowledge based variables and these four 
independent variables are looked at in two ways. First percentage distributions are 
compared. Second, Phi coefficients are used to ascertain the strength of the relationships. 
Phi is considered an appropriate measure as it looks at the strength of relationships 
between two nominal variables (Norusis, 1988, p. 55). In addition, it is easy to interpret, 
with a lower baseline of zero (no relationship) and an upper level of one (perfect 
relationship). Phi is also appropriate as the bivariate relationships in Chapter 6 are 
examined in terms of 2x2 tables, where both the independent and dependent variables are 
recoded into two categories. Given the non-random nature of the sample, tests of 
significance were not used to evaluate the Phi coefficients (Schmidt, 1995). 
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It needs to be noted that the majority of respondents either knew or did not know 
the correct answers to the questions in all three F AS/E knowledge categories. This 
resulted in skewed marginal distributions, with very little variation left to explain. These 
skewed marginals may partially explain the weak relationship between the F AS/E 
knowledge items and the demographic and work related variables discussed in Chapter 6. 
This response pattern also raised some interesting questions about the instrument. 
For example, a correlation of items within and between each of the knowledge 
dimensions resulted in very low inter-item correlation scores. We did not know, 
however, whether this meant that the items were not internally consistent or in fact 
reflected the skewed knowledge base of the respondents (the lack of variation in 
responses). For this reason, total knowledge scores on each dimension were not 
constructed. Instead the analysis that follows was restricted to the individual items. 
These low inter-item correlations also lead to concerns about the reliability of the 
instrument. If one has a reliable indicator "it gives you the same result each time the 
same thing is measured" (Neuman, 1994, p. 127). This is usually determined by test-re-
test methods which are not readily do-able in this research. Another way of assessing 
reliability in single tests is through "equivalence reliability" where a number of questions 
or indicators are used to measure single constructs. If these different questions yield 
consistent results, the correlation between these questions would be high. This was not 
the case in this study although we still do not know whether these low inter-item 
correlations reflect actual differences in knowledge or the dependability of the 
instrument. On the other hand there appeared to be "representative reliability" as the 
knowledge based questions "delivered the same answers when applied to different 
groups" (Neuman, 1994, p. 128). This is demonstrated in the discussion in Chapter 6. 
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It is important to note that the standard tests of reliability (norm referencing 
testing) require variation in the responses. Responses where marginals are highly skewed 
have little response variability and in these cases some suggest that criterion reference 
measures of reliability be used (Hamilton, 1984). This would involve assigning 
"mastery" and "non-mastery" labels to different responses to the knowledge questions. 
In future research this may be an appropriate step but was considered too premature for 
this study. As an exploratory study this research raises salient measurement issues that 
need to be considered in future research. In interpreting the results, these measurement 
issues indicate that the findings be considered as exploratory in nature and should be 
interpreted with some caution. 
Conclusion 
In the data analysis chapters that follow, Chapter 4 describes the demographic and 
work related characteristics of Region J child protection workers as well as their 
perception of the prevalence ofF AS/E on their case loads and within their geographical 
area. Chapter 5 examines the F AS/E knowledge base of the workers, while Chapter 6 
looks at the relationship between workers' knowledge ofF AS IE and their demographic 
and work histories. 
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Chapter Four 
Data Analysis - Part One 
Introduction 
The data analysis is divided into three parts. The first two (Chapters 4 and 5) 
summarize the findings. Specifically, Chapter 4 describes the demographic and work 
related experience of child protection workers. It also presents the respondents view of 
the prevalence ofF AS/E both in their region and on their case loads. Chapter 5 describes 
child protection worker's knowledge of the behavior and learning issues and case 
management strategies associated with F AS/E. 
The third part of the data analysis is in Chapter 6. Here F AS/E knowledge is 
cross tabulated with the demographic and work related variables It is in this analysis 
that we explore some of the factors that may help account for the F AS IE knowledge base 
among child protection workers in Region J. 
Demographic and Work Related Characteristics 
This section provides a profile of the demographic and work related 
characteristics of the ninety-seven protection workers who responded to the survey. The 
seven characteristics explored are: office location, gender, age, educational status, total 
number of years working for the Ministry of Social Services (MSS), the total length of 
time working in the human services field, and the type(s) of human service work 
previously engaged in. 
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Office Location 
The geographical office locations of child protection workers within Region J are 
displayed in the map in Appendix B. One can see from the map the enormous expanse 
of the region and the large distances that exist not only between various districts but also 
between individual offices. In terms of the ninety-seven respondents, all six of the 
districts within Region J were represented as well as 31 of the possible 32 district offices. 
As Table 4.1 points out, the majority of respondents are employed in Prince George as it 
is the largest city in the north, with the most district offices. 
Table 4.1 
Region J (1995) 
Child Protection Workers - District Locations 
DISTRICTS TOTAL FEMALES MALES1 
n % n % n % 
Bulkley Valley 15 (16%) 7(11%) 8 (23%) 
Skeen a 10 (10%) 7(11%) 3 (9%) 
Prince Rupert 9 (9%) 6 (10%) 3 (9%) 
South Peace 18 (19%) 13 (21%) 5 (14%) 
Prince George 28 (29%) 17 (27%) 11 (31%) 
Nechako 17 (17%) 12 (19%) 5 (14%) 
TOTAL 97 (100%) 62 (99%) 35 (100%) 
1 due to rounding, percentages may not add up to 100% 
Age and Gender 
The second set of demographic characteristics examined are the gender and age 
of respondents. These findings are presented in Table 4.2. The table shows that of the 
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97 respondents that completed the survey, 62 are female and 35 are male (64% and 36% 
respectively). The ages of all the respondents ranged between 23 and 60 years with a 
mean age of34 years and a standard deviation (SD) of 7.7. When broken down by 
'gender', there is very little difference in the ages between men and women. The average 
age for both is 34, although the age range for women is slightly larger with a SD of 8 
years compared to 7.1 years for men. 
Table 4.2 
Region J (1995) 
Child Protection Workers - Age and Gender 
VARIABLES TOTAL FEMALE MALE 
n&% n & % n&% 
Gender n=97 n=62 n=35 
100% 63.9% 36.1% 
Age in Years n=89 n=58 n=31 
Mean Age 34.1 Mean Age 34.0 Mean Age 34.4 
SD = 7.7 SD =8.0 so= 7.1 
Age Range 23 yrs-60 yrs 23 yrs-60 yrs 24 yrs-51 yrs 
Education 
In gathering information on the educational status of child protection workers, a 
number of educational categories were provided in the question. Respondents were 
instructed to "Please check your current educational status below: (Please check all that 
apply)". The list ranged from a one year post secondary certificate to a Masters Degree, 
with an additional category for 'Other, please specify'. 
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Recently, there has been much discussion about what educational qualifications 
child protection workers within MSS should have. One of the major conclusions coming 
out of the Gove Inquiry (1995) is that there is a lack of education among child protection 
workers within British Columbia. Gove contends that a BSW should be a minimum 
requirement and implies that this is the 'gold standard' for doing child protection work. 
He notes that only 40-50% of child protection social workers have a Bachelors Degree in 
Social Work (BSW). Not only does he criticize MSS for hiring non-BSW workers but he 
also implies that the lack ofBSW training among those providing child protection 
services to the Vaudreuil family, was a mitigating factor in Matthew's death (Gove, 
1995). The issues of "training" and "education" as it relates to social work, will be 
discussed in Chapter 7. 
The findings in Table 4.3, appear to be representative of Gove's findings 
concerning the academic qualifications of British Columbia child protection workers. In 
this study, all respondents have at least one academic degree. Fifty percent of child 
protection workers have a degree in social work (BSW), with 2% of those also having a 
partial MSW degree. Additionally, 4% have a partial BSW and another undergraduate 
degree. The remaining 46% have a degree in other disciplines of the Arts and Sciences 
with 2% having other Masters Degrees. 
When looked at by gender, 30% of females have a BSW compared to 23% of their 
male counterparts and 21% of females (compared with 17% of males) have a BSW in 
addition to another undergraduate degree. All those who hold academic degrees in the 
non-social sciences (i.e. degrees in History, Science, English) are women (n=9). 
Table 4.3 
VARIABLES 
BA - B.Sc. 
non-social sciences 




partial BSW plus 
other ugrad degree 
BSW 
BSWplus 
other ugrad degree 
BSWplus 
partial MSW 
Other grad degree 
TOTAL 
Region J 
Child Protection Workers - Education 
TOTAL FEMALES 
n o/o n o/o 
9 (9%) 9 (15%) 
4 (4%) (2%) 
29 (30%) 17 (27%) 
4 (4%) 1 (2%) 
27 (28%) 19 (30%) 
19 (20%) 13 (21%) 
2 (2%) 1 (2%) 
3 (2%) (2%) 
n = 97 (100%) n = 62 (100%) 
1 due to rounding percentages may not add up to 100% 











This part of the discussion profiles the work experience of Region J child 
protection workers (see Table 4.4). The first question deals with the amount oftime 
respondents have been employed as a social worker by MSS. The second question 
considers the total amount of time (in years) respondents have worked in the human 
services field. Chapter six explores whether these experiences have any impact on the 
F AS/E knowledge base of Region J workers. 
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There appears to be a wide range in the amount of time workers have been 
employed by MSS (from less than one year to twenty-one years). On average, workers 
have spent just over 5 years (SD 4.2 ) with MSS, with the largest number of workers 
employed for one year or less (21% ). At the time of the survey, 62% of workers had 
been employed by MSS for less than five years. Although five years is the average, this 
figure appears to be inflated due to a few long term employees. For example, 5% of 
workers have been employed for longer than 15 years. 
As with the previous demographic variable (age), there appears to be very little 
gender difference in the average time employed with MSS. The most notable difference 
exists in the range of years worked which is shorter for women than for men (from <1-16 
years to <1-21 years respectively). Also, most women have worked less than one year 
(the mode) while most men have worked for three years. 
The second variable in Table 4.4 reflecting the respondent's experience, concerns 
the total amount of time workers have spent in the human services field. In this analysis, 
no distinction is made between paid and unpaid (volunteer) employment. The range of 
time spent in the human services field is from <1-34 years. The average amount of 
experience is 9 years (SD=7), with 23% having less than five years and 47% having less 
than seven years. 
In terms of the average years of human service experience, there is again very 
little difference between women (8.9 years) and men (9.2 years). The range of years 
worked, appears to be longer for males than females - with <1 to 34 years compared with 
<1 to 25 years respectively. 
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The second part of this question asks child protection workers to describe the type 
of human service jobs previously held. Although the respondents tend to have a wide 
range of jobs, 23% had no previous experience in any area other than child protection 
work. A large number (50%) had previous youth and child care experience. This type of 
work however, is typically para-professional in nature, and includes working with 
children in group home settings, as teaching assistants, as one-to-one child care workers 
or as youth workers. Other types of jobs previously held in the human services field by 
child protection workers included teachers, counselors, and supervisors/administrators. 
Table 4.4 
Region J 
Child Protection Workers - Work Experience 
VARIABLES TOTAL FEMALE MALE 
Time as a MSS Mean=5 yrs Mean=5 yrs Mean=4.9 yrs 
Social Worker mode=1yr or less mode=1yr or less mode=3 yrs 
50=4.3 so =4.1 so= 4.6 
Range=<1-21 yrs Range=<1-16 yrs Range <1-21 yrs 
Time as a Mean=9 yrs Mean=8.9 yrs Mean=9.2 yrs 
Human Svc Worker mode=6 yrs mode=6 yrs mode=8 yrs 
S0=6.1 S0=5.7 50=6.9 
Range=1-34 yrs Range=1 -25 yrs Range=1-34 yrs 
Summary 
In terms of the demographic and work related characteristics, these data show that 
while the sample is very diverse in terms of age, education, previous experience and 
geographical location, there is very little difference when broken down by gender. If one 
were to use these demographic findings to profile a typical child protection respondent in 
Region J, it would be: a 34 year old female, working in Prince George, with a BSW 
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degree. She would most likely have spent 9 years in the human services field (majority 
of time spent as a child care worker), with five of those years having been employed by 
MSS. 
Prevalence of FAS/E 
This section of Chapter 4 explores the opinions and experiences of child 
. protection workers in terms of the pervasiveness ofF AS/E - both in their geographical 
areas and on their caseloads. 
In assessing child protection worker's opinions on the prevalence ofF AS/E in 
Region J, three questions were posed. The first question asked for a 'yes' or 'no' reply to 
whether F AS/E was a problem in the geographical area in which respondents worked. 
The second part of the question asked workers to elaborate on their answers. 
Almost all - 96 out of 97 respondents - indicated that F AS was indeed a problem 
in their geographical areas. Of the 77 workers that went on to explain their answer, 36% 
(n=29) reported having a large number of individuals on their caseload that were either 
diagnosed or suspected of being F AS/E. Table 4.5 outlines other explanations which 
include: a large drug and alcohol problem within the respondent's area generally (31 %, 
n=24); a large First Nations population with drug and alcohol problems (14%, n=ll); 
and an overall lack of information, education and awareness of the issue among people in 







Large alcohol and drug 
problem in area 
Large FN pop. 
with alcohol problems 




Why FASIE is a problem 









1 due to rounding, percentages may not add up to 100%. 2 Only 77 of the 97 explained why F AS/E is a problem. 
The remaining two questions in this section asked respondents to estimate the 
percentage of adults and the percentage of children on their caseloads that have either 
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been diagnosed, or suspected of having F AS/E. In terms of adults with F AS/E, there was 
a wide range (0-90%) in the number of suspected or diagnosed cases. Because of the 
wide range, the most appropriate measure for this distribution may be the mode ( 1 0% ), 
which accounted for 24% of responses. The median percentage of the "suspected or 
diagnosed cases" was 20% and the average was 29%. Nineteen percent of respondents 
stated they were unsure, and 25% either did not carry a caseload (may have worked 
strictly in an intake and assessment role) or did not carry a case load that involved adults. 
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Among the respondents with children on their caseload, the range for suspected or 
diagnosed FAS/E children was between 0- 100%. The median estimate was 34%. 
Among the percentages, it is interesting to note that three modal responses of 20%, 30% 
and 60% existed. It is also interesting that the one respondent who answered 'no' when 
asked whether F AS/E was a problem in their geographical area, went on to estimate that 
20% of children on her caseload was either diagnosed or suspected of being F AS/E. 
Summary 
The above results suggests that most of the child protection workers in Region J 
consider F AS/E to be a problem - both in their geographical areas and on their caseloads. 
Although there is a broad range in the estimated numbers that are diagnosed or suspected 
of being F AS/E, all workers in the region have clients that are affected to some degree by 
this disorder. 
In the following Chapter, we will examine the final two sections of the 




Data Analysis - Part Two 
Introduction 
In the previous chapter it was shown that child protection workers believe F AS/E 
to be a problem throughout Region J. In this chapter we explore the F AS/E knowledge 
base of these child protection workers. 
The knowledge base is measured by a series of questions, divided into three areas: 
1) general knowledge ofFAS/E; 2) behavior and learning difficulties associated with 
F AS/E; and 3) case management strategies utilized by child protection workers to manage 
F AS/E. The questions posed in these areas address the central concern of this study: 
"What is the F AS/E knowledge base among child protection workers in Region J"? It is 
important to realize, however, in exploring these F AS/E knowledge categories that they 
are not mutually exclusive and there is some overlap. (For list of questions and answers 
to F AS/E knowledge categories see Appendix E). 
General Knowledge 
General knowledge is defmed as the information on the cause, identification and 
diagnostic related criteria ofF AS/E. One of the frrst questions addressed is whether 
respondents know what 'F AS' and 'F AE' are. If the child protection worker does not 
have some idea of the answer to this question, the remainder of the survey becomes 
immaterial. One of the ways this was addressed was to ask child protection workers to 
identify the main characteristics in the diagnosis ofF AS. As noted in the literature 
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review, researchers consistently identify four specific criteria which constitute a diagnosis 
ofF AS. These are: 1) confirmation that the mother consumed alcohol during 
pregnancy; 2) the child exhibits a characteristic pattern of physical anomalies; 3) there 
is both prenatal and postnatal growth retardation; and 4) there are varying degrees of 
central nervous system damage (Abel & Sokol, 1987). 
As Table 5.1 points out, only 14% (n=13) of the respondents were able to name 
all four of the diagnostic criteria; 4% (n=4) identified three criteria; 7% (n=7) named two 
and a part of another. "Part of another" is defined as a specific aspect or characteristic of 
one of the diagnostic categories. Although central nervous system (CNS) damage is one 
of the four diagnostic categories for F AS, most respondents gave answers that would 
define a specific characteristic of CNS damage such as behavioral or cognitive disorders. 
Fifty-one percent (n=49) were able to identify one criteria and part of another; and 19% 
were able to identify only one category or part of one. These findings indicate that the 
majority of child protection social workers (86%) do not know all of the diagnostic 
criteria for the most archetypal case F AS. 
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Table 5.1 
FAS Diagnosis - Main Characteristics 
Diagnostic Categories Total 'n' Total% 
4 categories l3 14% 
3 categories 4 4% 
2 and part of another 7 7% 
l and part of another 49 51% 
l category 18 19% 
Other 6 6% 
TOTAL n=97 100% 
due to rounding, scores may not add up to I 00% 
A further question asked if there is a difference between F AS and F AE. Those 
that answered in the affirmative were also asked to explain how they differ. 
Diagnostically, there is a difference between the two. F AS is a medical diagnosis. An 
individual must exhibit all four criteria in order to be diagnosed with the disorder. F AE is 
not a medical diagnosis but a descriptive term used to describe individuals who have one 
or two of the primary characteristics in addition to a maternal history of alcohol 
consumption (Streissguth, 1994). A correct answer for this question was given if the 
respondent knew that F AE referred to an individual who exhibited some, but not all, of 
the diagnostic characteristics ofF AS. 
Although 86% understood there to be a difference between F AS and F AE, when 
asked to explain how they differ, only 19% (n=18) gave an answer that was similar to the 
definition above. As Table 5.2 points out, most respondents (28%) felt the difference was 
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because F AS is more severe. Although some of the literature does suggest that F AS can 
be more severe, F AE children often have limitations that are just as debilitating as F AS 
(Streissguth, 1994 ). Some of the respondents, 21% (n=20), stated that F AS was 
associated with physical abnormalities. Although this answer does have some merit, in 
that most F AE children do not have the discriminating facial features that are 
characteristic ofF AS, this is not considered the main difference between them. Of the 
remaining respondents, I 0% felt the main difference was that F AE was more difficult to 
diagnose, 7% stated F AE and F AS were on a continuum; and the rest knew there was a 
difference but did not know what it was. This suggests that the majority of child 
protection workers are aware that there is a difference between F AS and F AE, but very 
few know what that difference is. 
Table 5.2 
Answers 
Does not exhibit all 
diagnostic criteria 
F AS more severe 
than FAE 
FAS has more 
physical abnormalities 
F AE more difficult 
to diagnose 




Difference Between FAS & FAE 
Responses Given 







n =97 101% 
1 due to rounding, score may not add up to I 00% 
The next question asked whether there is anyone in the worker's geographical 
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area who could diagnose FAS/E. If the respondent answered 'no', they were then asked: 
"Where would you refer suspected cases for diagnosis?" 
The responses for this question were split between those who were of the <_?pinion 
that diagnostic services were available and those who said they were not ( 49% 
respectively). This split was apparent in all of the offices as well as the districts. Some 
interesting regional differences are evident from workers in the Peace River area and 
Prince George. Among the former, 78% of child protection workers (14 out of 18 
respondents) reported that no diagnostic services were available in their area. 
Conversely, in Prince George 72% (20 of the 28 workers) were of the opinion that 
diagnostic services were available. These statistics reflect the reality of the disparities 
that exist in diagnostic services throughout the region and that services tend to be 
concentrated in larger urban areas. 
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A fourth question that was deemed important for child protection workers 
concerns "Who can make a diagnosis ofF AS/E? " A proper diagnosis can only be made 
by a dysmorphologist (a doctor who specializes in birth defects) or a geneticist or a 
pediatrician that has knowledge of the disorder (Guinta & Streissguth 1988; Burgess & 
Streissguth, 1995). General Practitioners (GP) can choose to take training to become 
knowledgeable about F AS/E after which, they can also diagnose the disorder. However 
as alluded to earlier, the reality ofthis situation is that very few GP's diagnose FAS 2• 
Even those with training generally only diagnose individuals that exhibit the classic 
physical anomalies characteristics of the more severely affected F AS children. 
When this question was posed to child protection workers, the majority (45%) 
were ofthe opinion that any doctor/physician could diagnosis FAS/E. Additionally, 15% 
answered that a diagnosis could be made by either a doctor (physician) or psychologist, 
9% thought it could be either a psychologist or psychiatrist, and 12% gave a response that 
was unclear as to whether or not they knew the correct answer (i.e. a 'specialist' or 
'whoever knows about F AS'). Only 2% of respondents gave the correct response while 
an additiona112% were partially accurate, suggesting that the diagnosis could be made by 
a pediatrician. 
2 I know of only two GP's within Region J that are willing and able to diagnose FAS. 
This study also attempted to determine whether workers know ifF AS IE can be 
inherited. The correct answer is ' no' . If a woman does not drink during pregnancy she 
will not give birth to an F AS/E child. Seventy three percent of respondents (n=70) 
answered correctly to this question, however the remaining 28% (n=27) responded 
incorrectly or did not know the answer (13% and 15% respectively). 
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In studying F AS/E in the context of child protection, I also felt that it was 
important to find out whether workers knew some of the common reasons why affected 
children come to the attention MSS. Only one respondent did not know. While there 
were a variety of answers, the majority knew of the common problems associated with 
managing and caring for F AS/E children. Some of these responses included "because of 
drug and alcohol related neglect"; "special needs of the child"; and the "inability of 
parents to cope with the child' s behavior". 
The last question in this section seeks to find out if respondents are aware of the 
social, economic and familial factors that contribute to F AS/E. The overall consensus in 
the literature is that issues such as poverty, oppression, isolation, unemployment, and 
lack of resources, all contribute to the proliferation ofF AS/E (Bingol, Schuster, Fuchs, 
Iosub, Turner, Stone, & Gromish, 1987). The findings in this study point out that the 
majority of child protection workers are aware of these contributing factors. Of those 
who answered this question, 79% (n=81) were able to give 3 or more factors that were 
similar to those mentioned above. The one factor respondents noted most often was that 
of poverty. 
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The general knowledge ofF AS/E among child protection workers in Region J 
can be best summarized by the information contained in Table 5.3. This illustrates that 
only two of the general knowledge questions were answered correctly by the majority of 
respondents - "Does F AS differ from F AE?" and "Can F AS/E be inherited?" Another 
pattern is that overall the answers were skewed. For example, the two questions 
answered correctly were done so by a large majority of respondents. Conversely, if the 
correct response was not known, it was generally not known by the majority of workers. 
What these findings suggest is that a large majority of child protection workers do not 
have a comprehensive understanding of the general F AS/E knowledge that may be 
required to effectively intervene with affected children and their families. The contention 
of social work practice is that intervention is most effective when a through 
understanding of the problem is known (Johnson, 1992). In terms of this study, this 
suggests that workers must have at least a basic understanding of the etiology and 




General Knowledge Questions - FAS and FAE 
Questions 
General Knowledge 
1. Does F AS differ from F AE? 
2. How does F ASIE differ? 
3. Can FAS/E be inherited? 
4. What are the main characteristics 
in the diagnosis ofF A Sf 
5. Who can make the decision whether 
an individual has F ASIE? 
Behavior and Learning 
















Another set of questions used to explore the F AS knowledge of child protection 
workers relates to behavior and learning characteristics. Knowledge of these items is 
important for two reasons. First, when parents/caregivers/teachers voice their concerns 
about managing children who have these problems, it could alert the child protection 
worker to the possibility of an F AS/E child. Second, knowledge of these learning and 
behavioral characteristics can assist the worker in understanding the importance of the 
support/respite requirements of the caregiver as well as the differing special needs of the 
child. 
3 These results would change if a less strict measure of a correct response was used. This measure was 
used to show comprehensiveness of knowledge in this area. 
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Several questions were posed to examine the child protection workers' 
understanding of the behavior and learning problems associated with F AS. These items 
were designed to ascertain whether respondents could identify typical behavior and 
learning difficulties ofFAS/E children, the coping problems that children have in the 
classroom as well as the common 'mis-diagnosis' or 'labels' that are bestowed on these 
children because of these issues. The majority of workers (95%) had no trouble 
identifying the common behavior problems associated with inattention, hyperactivity, 
and short term memory. Labels that are given FAS/E children such as 'behavior 
management problem', 'conduct disordered', 'slow' and ' lazy' were also easily identified 
by workers. 
Although the majority of child protection workers could name the most common 
learning and behavior problems associated with F AS/E, did they know that these 
difficulties were life long? Two questions were designed to examine this issue. The first 
question asked workers ifFAS/E children 'get better' as they get older. The reality is that 
they never 'get better' although some F AS and F AE individuals can learn to adapt if 
intervention is early enough (Streissguth, Clarren & Jones, 1985). For many, however, 
some level of supervision is required throughout their lives. 
When asked to respond 'yes' or 'no', to whether individuals 'get better', 64% 
(n=62) knew the correct answer; 27% (n=26) thought they could get better and 9% did 
not know or did not respond4. When asked to explain their answers, 61% (n=59) gave a 
correct answer. However, 12% of 'yes' respondents were under the impression that 
4 When asked to explain their answer, 20% of those who said 'yes' gave answers that fit with a 'no' 
response. The term 'get better' was not defmed in the questionnaire. 
,· 
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FAS/E children 'grow out ofthe dysfunction', and 12% thought that 'love and nurturing 
caregivers' could ameliorate the damage. What needs to be noted here is that if workers 
are under the false assumption that the damage caused by F AS/E is 'curable', the long 
term service needs ofF AS IE individuals may go unmet. 
The second question designed to examine whether workers understand the long 
term effects ofF AS/E asked whether adults experience any more problems in their day to 
day lives than non-affected adults. Eighty-nine percent (n=86) answered yes to this 
question. When asked to explain why they would have more problems, it became clear 
that the majority of these workers knew that the childhood problems exhibited by F AS IE 
children persisted into adulthood. 
Another problem that appears common among F AS/E children is that they 
generally suffer from physical ailments more often than other non affected children. 
F AS/E individuals tend to experience a higher incidence of heart malformations, hernias, 
cleft palate, and, middle ear problems (Guinta & Streissguth, 1988; Jones, Smith, Martier, 
Dumbrowski & Sokol, 1994). In response to the question as to whether F AS/E children 
were more prone to physical ailments any more often than other children, 71% said they 
were, 15% said they were not and 13% did not know. 
Table 5.4 summarizes the knowledge of child protection workers in terms of the 
behavioral and learning characteristics associated with F AS/E. Overall, most workers 
have a good understanding of the common behavior and learning difficulties that are 
exhibited by FAS/E children. Compared to the general knowledge questions (Table 5.2) 
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where most questions were answered incorrectly, here all of the questions were answered 
correctly by the majority of child protection workers. 
Table 5.4 
Summary Table 
Behavior and Learning Knowledge 
Percentage of Responses 
Questions 
Behavior and Learning 
1. Do F ASIE children have problems 
coping in a typical classroom? 
2. Are F ASIE children born with 
physical ailments any more often 
than other children? 
3. Do FASIE children 'get better' 
as they progress through their 
developmental stages? 
4. Please explain your answer 
(to Question #3.) 
5. Do FASIE adults experience 
any more difficulties in their day 
to day lives then other adults? 














This last section of the questionnaire examines issues associated with the case 
management ofF AS and FAE. In light ofthe diverse nature ofthe problems associated 
with this disorder, effective case management is crucial. The child protection worker 
must call upon a large repertoire of skills and knowledge in order to provide appropriate 
services. Workers must not only know how to case manage in general, but they must also 
know how to case manage F AS/E. 
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One definition of case management can be summarized as the process by which 
child protection workers facilitate the necessary services in meeting the defined needs of 
the family/child (Kane, 1985 as cited in Carter, 1995). In order to meet the defined 
(special) needs of the FAS/E individual, case management strategies would need to be 
different. 
The first question in this section asks whether, in the respondent's experience, 
FAS/E children a:e apprehended more often than other children. As alluded to earlier, 
although there are no official statistics to support this notion, the research literature does 
point out that F AS/E children are at higher risk for abuse and neglect than other children 
(Wright 1981; Guinta & Streissguth, 1988; Tracey, 1994). In one study done in the 
United States, among the confirmed cases of child maltreatment, the estimated percentage 
involving substance abuse averaged 40 percent nation wide (Daro & McCurdy, 1991 as 
cited in Tracey, 1994). In an earlier study conducted by May and Hymbaugh (1983) for 
the Indian Health Services of the southwestern United States, 72% of those diagnosed as 
F AS were in foster care; 7 4% of those diagnosed as F AE and 71% of those considered 
'suspicious' were also in foster care. 
Coping with and managing an F AS/E child is often difficult. This is compounded 
among substance abusing families when the needs of the child are often in conflict with 
those of the parent (Tracey, 1994). In light of this, one could conclude that as a group, 
F AS/E children would tend to be apprehended more often than those who are not 
affected. 
The child protection workers' responses showed considerable variation in this 
question. Of the 97 respondents, 46% felt that F ASIE children were apprehended more 
often; 25% felt they were not; and 30% did not know. Among those who indicated that 
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F ASIE children were apprehended more often and went on to explain their answer, 37% 
stated that it was because of drug and alcohol related neglect, 10% cited neglect and 
abuse, 24% felt it was due to the difficulties in parenting these children, and 25% were of 
the opinion that it was due to the special needs of the child. This suggests that although 
approximately one half of the respondents (46%) are aware of the relationship between 
alcohol abuse and child maltreatment, the majority are not necessarily aware of a possible 
link to F ASIE where closer monitoring is warranted. 
Two questions reflected the general case management strategies respondents used 
in working with F ASIE children and adults. Seventy percent stated that they would use 
different case management strategies for F AS children than they would for other children, 
For adults, 63% stated that their strategies would be different. Of particular note, among 
some of those who said that they would not use different management techniques, it was 
clear in the explanation of their answers that they would. For example, explanations for 
why case management strategies would not differ included; "I would only be more 
flexible"; "the needs are different"; and, "I would only give more support". Still it was 
clear that for 27% of child protection workers, the case management strategies would be 
the same. 
Two questions explored child protection workers' opinions on the type of local 
resources that were available to assist them in the case management ofF AS/E 
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individuals. In looking at whether child protection workers felt there were sufficient 
resources in their local area to adequately deal with the issues relating to F AS/E, only 11 
workers (12%) stated that there were. When these respondents were identified by office 
location, the fmdings indicated that the workers were from eleven different offices 
throughout the region. By district, the largest group of workers (4) were from Prince 
George. The only district not represented in these responses was the Skeena. 
The second of these questions examined whether the provincially mandated 
professional services generally offered in communities could be utilized to benefit F AS/E 
individuals. These would include services provided by public health units, 
hospitals/medical clinics, social services agencies and mental health agencies. Although 
52% (n=50) of the 97 child protection workers felt that these services could be utilized, 
31% (n=30) felt they could not. Seven percent of workers did not know and 10% did not 
respond. The reasons given by those who felt that the mandated services could not 
benefit F AS/E individuals (n=30) included, 'service providers lacked the necessary 
training/ expertise on F AS IE'; 'services were already overwhelmed'; and 'services 
specifically designed for F AS/E individuals were required'. 
The last set of questions in this case management section explores alternative 
placement (foster placement) and F AS/E children. F AS children "need a supportive, 
loving home environment in which they can develop to their fullest potential" (Guinta & 
Streissguth, 1988, p. 457). Guinta and Streissguth suggest that the best 'fit' for these 
children is in placements where parents are "low keyed, secure and comfortable with 
themselves and who live stable and predictable lives" (p. 457). One issue concerns 
whether the qualities one looks for in a caregiver would be any different if an F AS/E 
child were to be placed there. The majority of workers (89%) said that they would look 
for specific qualities. These included attributes such as knowledge ofF AS/E, 
patience/tolerance and extra resources/support. 
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When asked if the type of support offered caregivers of F AS/E children is 
different than those offered to non - F AS/E caregivers, 70% said it would be different. 
For those who felt that the support would not be different (25%) and went on to explain 
their reasons, the following types of responses were given: "each caregiver would be 
entitled to support when required"; "there is no time in the job to provide extra support"; 
"all require the same support"; and "for some not all". 
The findings were similar when the issue of whether workers would provide extra 
support for an FAS/E adult was explored. Eighty percent said 'yes' and 20% ofworkers 
said 'no'. However, in the explanations offered for their decisions, it was clear that 
among the 20% that replied 'no', there was some confusion as their elaborations implied 
a 'yes'. This is evident in examples such as: "just more training and education would be 
offered"; "would spend more time to insure understanding", "depends on adults 
functioning". There was a small number of workers who stated that they would refer 
these clients to other professionals (5%) and 20% who felt that they did not have the 
additional time to give to these clients. According to Guinta and Streissguth (1988), 
caregivers ofF AS children "assume a responsibility far beyond that normally associated 
with parenting" (p. 458). These caregivers need support in their efforts in many different 
forms in order to avoid burnout and to maintain a stable family environment. 
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In this last section on F AS/E knowledge, a summary of the six questions relating 
to the case management of affected individuals is presented in Table 5.5. Again there 
appears to be a wide variance in responses to each of the questions. The skewed pattern 
of correct and incorrect responses re-emerges, although this is not as pronounced. Most 
questions in this section (2,3,4,5 and 6) were answered correctly. Two questions (#1 and 
#6) had an almost even distribution, between those that responded correctly, and those 
that did not. Some of the reasons for the variations in case management and their 
association with the general knowledge category will be discussed in Chapter 8. 
Table 5.5 
Summary Table 
CASE MANAGEMENT STRATEGIES 
Percentage of Responses 
Questions 
Case Management Strategies 
1. Are F AS/E children apprehended 
any more often than non F AS/E children? 
2. Would the CMS one uses in working 
with an F AS/E child differ from the 
ones used with a non F AS/E child? 
3. Would the CMS one uses in working 
with an F AS/E adult differ from the 
ones used with a non F AS/E adult? 
4. Would the qualities you would look 
for in a caregiver differ if you were to 
place an F AS/E child with them? 
5. Would the type of support you offer a 
caregiver differ if you placed an FAS/E 
child with them? 
6. Would the type of support you offer a 
F AS/E adult differ from the support you 



















The findings in this chapter indicate that child protection workers know more 
about the behavior and learning problems associated with F AS/E and to a less extent its 
case management, than they do about the general knowledge of the disorder. 
Approximately two-thirds of workers understand that F AS/E individuals do need case 
management strategies that are different than those who are not affected and adjust their 
practices accordingly. However, approximately one-third of child protection workers are 
not aware that the case management ofF AS/E individuals require a different approach. 
In the following chapter, we will examine some of the demographic factors that 
may have had an impact on these three F AS/E knowledge categories. 
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Chapter Six 
Data Analysis - Part Three 
Introduction 
The purpose of this chapter is to examine certain factors which may influence 
the level of F ASIE knowledge of child protection workers. As noted in the summary 
tables of the previous chapter, there is considerable difference in what workers know and 
do not know about F AS/E. Knowledge of behavior and learning characteristics was 
shown to be very strong; case management strategies was less known, and general 
knowledge ofF ASIE was weaker. This chapter explores and describes some factors that 
may account for this diversity. This is done by cross tabulating each item listed in the 
three summary tables (the dependent variables) with four demographic and work related 
characteristics (the independent variables). The demographic and work related variables 
are defined as: 1) Gender; 2) Education (those with BSW training and those without); 
3) Human Service (HS) experience (those that were :::;; the median of9 years of 
experience and those that had >9 years; and, 4) MSS social work (SW) experience 
(those that had been employed:::;; the median of 5 years and those employed for> 5 years). 
Tables 6.1, 6.2 and 6.3 presents the findings of these cross tabulations. 
General F AS/E Knowledge 
In Table 6.1, the five questions used to summarize 'General Knowledge' (see 
Chapter 5, Table 5.2) are cross-tabulated with each of the above demographic and work 
related variables. In two of the questions (#1 and #3), the child protection worker was 
asked to give a 'yes' or 'no' response. In the remaining three questions (#2, #4 and #5) the 
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respondents were asked to give an explanation of their answers. Only those who gave a 
completely right answer were credited with a correct response. Those who gave a 
partially correct or incorrect answer were treated as wrong answers. The questions were 
then cross tabulated with each of the demographic and work related variables. Table 6.1 
presents the percentage of those that gave a correct response, broken down each category 
of the independent variables. The strength of the relationship between F AS/E General 
Knowledge and the demographic and work related variables is represented by the Phi 
coefficients. Phi ranges from 0 to 1, where 0 signifies no relationship and 1 is a perfect 
relationship 
Table 6.1 shows that no clear pattern emerges in the relationship between the 
questions on general knowledge items and the demographic and work related 
characteristics. A few points of note about these results, however, can be made. First, for 
two of the questions ("Does F AS differ from F AE?") and ("Can F AS/E be inherited?") 
most replied correctly, regardless of gender, SW education and years ofHS and MSS 
experience. In the remaining three questions, however, the majority answered 
incorrectly, again, regardless of the demographic and work related background of the 
child protection worker. The Phi coefficients support this, showing that there is almost 
no relationship between General F AS/E Knowledge and the independent variables. The 
two possible exceptions are the relationships between item #3 (Can F AS/E be inherited?) 
with gender and SW education. 
Here it appears that men more than women know that F AS/E can not be inherited 
while those with SW education are more prone to answer incorrectly (83%, Phi .23 vs. 
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65%, Phi .25). These correlations point to the second pattern in this table. Social Work 
education appears to have little or no influence on the General F AS/E knowledge base of 
workers. Human Service and MSS social work experience also seems to have little 
impact. The absence of correlations suggests that education and overall experience in 
itself does not contribute to better F AS/E knowledge. The key may be in specific training 
targeted to enhance overall F AS/E knowledge. The implications of this suggestion are 
detailed in the following chapter. 
Table 6.1 
General Knowledge Questions - FAS and FAE 
Percentage of Correct Responses 
Questions Gender Educ Hum Svc Exp MSSExp 
(n=62) F (n=Sl)SW (n=60) <= 9 yrs (n=63) <= 5 yrs 
General Knowledge (n=3S) M (n=45) noSW (n=37) >9yrs (n=34) >Syrs 
1. Does F AS differ from F AE? F=87% SW=89% <= 9 yrs = 88% <= 5 yrs= 84% 
M=83% noSW=82% >9yrs=81% > 5 yrs= 88% 
Phi=.06 Phi= .09 Phi= .10 Phi=.06 
2. How does F AS/E differ? F=16% SW= 11% <=9 yrs = 14% <= 5 yrs= 16% 
M=9% noSW=14% > 9 yrs = 11% >5yrs= 9% 
Phi=.OO Phi= .11 Phi=.07 Phi= .01 
3. Can FAS/E be inherited? F=65% SW=62% <=9yrs=70% <= 5 yrs = 71% 
M=86% noSW=84% >9 yrs = 76% > 5 yrs= 74% 
Phi= .23 Phi= .26 Phi= .06 Phi= .02 
4. What are the main characteristics F=ll% SW=8% <=9yrs=9% <= 5 yrs = 10% 
in the diagnosis ofF AS? M=6% noSW=9% >9 yrs = 8% >5yrs= 7% 
Phi= .OO Phi .06 Phi= .08 Phi= .06 
5. Who can make the decision whether F=9% SW=4% <=9yrs=9% <= 5 yrs= 10% 
an individual has F AS/E? M=5% noSW= 10% >9 yrs = 5% > 5 yrs =4% 
Phi =.00 Phi= .20 Phi= .02 Phi .05 
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Behavior and Learning 
The five questions summarizing the behavioral and learning problems associated 
with FAS/E are explored in Table 6.2. Questions 1, 2, 3 and 5 required a 'yes' or 'no' 
response. For example: 
"Do FAS/E children have problems coping in a typical classroom? 
Yes --
No --
The remaining question (#4) required an explanatory response. For example: "Please 
explain your answer to the above question." Only completely correct responses were 
treated as correct. 
Once. again the findings point out that the demographic and work related variables 
seem to have only a marginal impact on the F AS/E behavior and learning knowledge of 
child protection workers. When looked at by gender, there again is very little difference. 
For two of the items (#2 and #5) the Phi coefficients and percentage scores shows that 
men appear to be somewhat more knowledgeable. In terms of social work education, the 
findings again suggest that this has very little impact on behavior and earning knowledge 
ofF AS/E. For example, on each of the five questions in this section, there is less than a 
10% difference in the number of correct responses between those with SW education and 
those without. This is reflected in the very low Phi scores which indicate again, a very 
marginal relationship between SW education and the F AS/E behavioral and learning 
knowledge items. 
Long term human service experience also appears to have little affect on F AS/E 
behavior and learning knowledge of these workers. However length of time as a social 
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worker with MSS may have some impact. Those who have been with MSS longer tend 
to score better on most of the knowledge items. This suggests that actual MSS social 
work practice experience may enhance aspects ofFAS/E knowledge (items #3, #4 and 
#5) although Phi coefficients and percentage scores suggest this is limited. Some of the 
substantive and policy considerations suggested by these relationships are discussed in 
greater detail in the following chapter. 
Table 6.2 
Behavior and Learning Knowledge 
Percentage of Correct Responses 
Questions Gender Educ Hum Svc Exp MSSExp 
(n=62) F (n=52)SW (n=60) <= 9 yrs (n=63) <= 5 yrs 
Behavioral and Learnine (n=3Sl M <n=4Sl no SW (n=37l >9yrs (n=34l >Syrs 
1. Do F AS/E children have problems F = 100"/o same same same 
coping in a typical classroom? M= 100% same same same 
2. Are F AS/E children born with F=61% SW=65% <=9 yrs = 70% <= 5 yrs= 70% 
physical ailments any more often M=83% nonSW=73% > 9 yrs = 68% > 5 yrs = 68% 
than other children? Phi=.22 Phi= .09 Phi= .03 Phi= .02 
3. Do FAS/E children 'get better' F=69% SW=60% <=9 yrs = 63% <= 5 yrs =56% 
as they progress through their M=54% nonSW=70% > 9yrs =65% > 5 yrs= 79% 
developmental stages? Phi= .15 Phi= .10 Phi= .02 Phi= .24 
4. Please explain your answer F=69% SW=62% <= 9 yrs = 62% <=Syrs=S4% 
(to Question #3.) M=46% nonSW=60% > 9yrs =60% > 5 yrs = 74% 
Phi= .18 Phi= .01 Phi= .03 Phi= .12 
5. Do FAS/E adults experience F=84% SW=92% <=9yrs=90% <= 5 yrs=87% 
any more difficulties in their day M=97% nonSW=84% >9 yrs= 87% > 5 yrs=91% 
to day lives then other adults? Phi=.20 Phi= .12 Phi= .OS Phi= .06 
69 
Case Management Strategies 
The relationship between case management and the demographic and work related 
variables are presented in Table 6.3 The following patterns are suggested from this data. 
First, as indicated by the Phi coefficients and percentage scores, the relationship between 
case management knowledge and these variables is either small or non-existent. Only six 
of the twenty-four Phi scores are above .20, which suggests that the relationship between 
these items and the demographic and work related variables are at best, marginal and 
weak. 
Second, the influence of gender on case management knowledge depends on the 
items examined. As Table 6.3 points out, the Phi scores and the percentage of correct 
responses for questions #3, #5 and #6 indicate some relationship between a correct 
response and being a male. Third, as noted previously, SW education again seems to have 
no influence on case management knowledge. At times, SW education even seems to be 
inversely related to knowledge. For example, in question #2, those without SW 
education answered more correctly than those with SW education. This is reflected in 
their Phi score of .29. A fourth pattern shows that in most cases, greater HS and MSS 
experience does not substantially increase the case management knowledge of child 
protection workers. Only one item suggests experience enhances case management 
knowledge: those with greater experience more frequently noted the need for different 
case management strategies. This is shown in the Phi coefficients of .21 and .25 for HS 
and MSS experience. The next chapter will discuss these findings in more detail. 
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Table 6.3 
CASE MANAGEMENT STRATEGIES 
Percentage of Correct Responses 
Questions Gender Educ Hum SvcExp MSSExp 
(n=62) F (n=52)SW (n=60) <= 9 yrs (n=63) <= 5 yrs 
Case Mana&ement Stratqjes <CMSl <n=3Sl M <u=4Sl go sw (p=37) >9yrs (g=34l >Syrs 
1. Are F ASIE children apprehended F=42% SW=42% <=9yrs=43% <=5 yrs=44% 
any more often than non F ASIE children? M=49% noSW=47% >9yrs=46% > 5 yrs=44% 
Phi=.06 Phi= .04 Phi= .02 Phi= .00 
2. Would the CMS one uses in working F=73% SW=58% <=9 yrs =68% <= 5 yrs =65% 
with an F ASIE child differ from the M=66% noSW=84% >9 yrs= 73% > 5 yrs = 79% 
ones used with a non F ASIE child? Phi= .07 Phi=.29 Phi= .05 Phi= .15 
3. Would the CMS one uses in working F= 55% SW=60% <=9 yrs =55% <= 5 yrs= 54% 
with an F ASIE adult differ from the M=77% noSW=67% >9 yrs = 76% >5yrs=79% 
ones used with a non F ASIE adult? Phi=.22 Phi= .07 Phi =.21 Phi= .25 
4. Would the qualities you would look F=89% SW=90% <=9yrs=88% <= 5 yrs= 86% 
for in a caregiver differ if you were to M=83% noSW=82% >9yrs = 84% > 5 yrs = 88% 
place an F ASIE child with them? Phi= .08 Phi= .12 Phi= .06 Phi= .04 
5. Would the type of support you offer a F=65% SW=70% <=9yrs=78% <= 5 yrs = 73% 
caregiver differ if you placed an FASIE M=80% no SW = 71% >9 yrs =59% > 5 yrs =65% 
child with them? Phi= .16 Phi=.02 Phi= .23 Phi= .09 
6. Would the type of support you offer a F=48% SW=69% <=9yrs=58% <= 5 yrs =57% 
F ASIE adult differ from the support you M=71% noSW=71% >9 yrs =54% > 5 yrs= 56% 
would offer other adults? Phi= .22 Phi= .10 Phi= .04 Phi= .01 
Conclusion 
Overall, the findings indicate that the relationship between F AS/E knowledge 
(dependent variable) and the demographic and work related characteristics of the sample 
(independent variables) is low or literally non-existent. Further research is needed to 
determine whether this is an accurate fmding. One of the concerns of this study is the 
lack of variation in response to the knowledge questions. Either most respondents knew 
the correct answers or most responded incorrectly. This means there is very little 







In the previous three chapters, the results of this study were presented. This was 
done by introducing findings on the F ASIE knowledge base of child protection social 
workers as well as the demographic and work related factors that may have influenced 
that knowledge. In this chapter, these findings will be discussed in terms of their 
implications for practice, policy and future research. 
F AS/E Knowledge - Percentage of Correct Responses 
The level of knowledge among child protection workers concerning the issue of 
F ASIE was examined by looking at the percentage of correct responses in each of the 
three F ASIE knowledge categories - general knowledge, behavior and learning and case 
management strategies. General knowledge is defmed as information on etiology 
(cause), identification (main characteristics) and diagnostic information and services 
relating to F AS/E. Behavior and learning knowledge refers to the awareness of the 
problems exhibited by F ASIE individuals in terms of their behavior and learning. The 
third dimension refers to the understanding of case management techniques for F ASIE 
used by these workers in managing the tertiary care needs of affected children and the 
resource needs of their caregivers. All of the questions used to depict knowledge in these 




1. Does F AS differ from F AE? 
2. How does F ASIE differ? 
3. Can FAS/E be inherited? 
4. What are the main characteristics 
in the diagnosis ofF AS? 
5. Who can make the decision whether 
an individual has F ASIE? 
Questions 
Behavior and Learning 
1. Do F ASIE children have problems 
coping in a typical classroom? 
2. Are F ASIE children born with 
physical ailments any more often 
than other children? 
3. Do FAS/E children 'get better' 
as they progress through their 
developmental stages? 
4. Please explain your answer 
(to Question #3.) 
5. Do FAS/E adults experience 
any more difficulties in their day 
to day lives then other adults? 
Questions 
Case Management Strategies 
1. Are FAS/E children apprehended 
any more often than non F ASIE children? 
2. Would the CMS one uses in working 
with an F ASIE child differ from the 
ones used with a non F ASIE child? 
3. Would the CMS one uses in working 
with an F AS/E adult differ from the 
ones used with a non F ASIE adult? 
4. Would the qualities you would look 
for in a caregiver differ if you were to 
place an FAS/E child with them? 
5. Would the type of support you offer a 
caregiver differ if you placed an FAS/E 
child with them? 
6. Would the type of support you offer a 
F AS/E adult differ from the support you 
would offer other adults? 
Summary Table 














































As the information in Table 7.1 points out, there is great diversity regarding the 
correct responses in all three F ASIE knowledge categories. For example, in the F AS/E 
general knowledge category, most questions were answered incorrectly by the majority of 
child protection workers. Conversely, knowledge relating to the behavior and learning 
problems associated with F AS/E was higher as all questions were answered correctly by 
the majority of workers. For the third FAS/E knowledge dimension, case management, 
most answered correctly although the percentage of correct responses were more evenly 
split than for the other two knowledge dimensions. 
In summary, the F ASIE knowledge level among child protection workers in 
Region J, can be seen as being on a continuum. While general knowledge is the least 
known dimension, there is greater knowledge of case management and behavior and 
learning. These findings suggests that more training in the area ofF AS/E is required. At 
a minimum, additional training should emphasize the areas of general knowledge and 
case management strategies. Behavioral and learning problems associated with the 
disorder are better understood. 
Are these variations typical? Although there has been no prior research that 
relates to what child protection workers should know or do know about F AS\E, one may 
assume that their knowledge levels in this area would be higher than in the general 
population, given the problems associated with F AS/E and the nature of child protection 
work. However, this may not be a valid assumption. A 1993 Alaska survey of 400 adults 
in the general population on their alcohol related knowledge, attitudes, and beliefs around 
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FAS indicated that the majority of respondents had heard ofF AS but less than half were 
knowledgeable about it (Alaska F AS Prevention Steering Committee, 1993). Although 
the Alaska survey did not target health care professionals, the evidence reviewed in this 
thesis reveals similar findings. For example, from the question in the F AS/E general 
knowledge category which asks "Does F AS differ from F AE?", it was clear that the 
majority of child protection workers knew that there was a difference. However, when it 
came to explaining what that difference was, the majority ofCPWs did not know. 
At the other end of the F AS/E knowledge continuum in this study is the behavior 
and learning dimension. It is the extremes of the behavior and learning problems that are 
most often portrayed in the literature and in the media when referring to F AS/E 
individuals. This may account for the high knowledge in this area among child protection 
social workers. For example, the book written by Michael Dorris entitled 'The Broken 
Cord" (which was later developed into a widely publicized movie of the same name) is an 
autobiographical story of a father's struggle with his severely affected adopted son. In 
the book/movie, only the more severe behavior and learning problems associated F AS 
were highlighted. Very little mention was given to the less severe symptoms usually 
associated with F AE. It has been my experience when speaking with both health 
professionals and others, who know little of F AS/E but have seen the movie or read the 
book, that they are only aware of the more severe behavior and learning manifestations 
ofF AS. Other than knowing that F AS is caused by alcohol consumption during 
pregnancy, they generally know little about the etiology ofF AS and even less about F AE. 
Because the more serious ofF AS cases are often portrayed as the norm in the literature, it 
may be that only the more severe manifestations ofF AS/E are recognized. In this study 
for example, the findings indicated that most child protection workers are familiar with 
the more stereotypical learning and behavior problems associated with F AS/E. Again, 
because the general knowledge ofF AS/E is weak, this may suggest that workers know 
'how' F AS/E is manifested but not necessarily 'why'. 
For the case management ofF AS/E individuals, worker responses were varied. 
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In some areas of case management their knowledge was quite strong, however in one 
third of the items, workers were less sure of how to intervene with F AS/E individuals. 
One reason for the latter responses may be because of weaker general F AS/E knowledge 
among CPW s. An assumption in the literature is that if general knowledge ofF AS/E is 
weak, knowledge of effective intervention and case management strategies will also be 
affected. Future research would be required to ascertain if this is true. 
To summarize these fmdings it may be reasonable to state that while child 
protection workers know that F AS/E exists, there is a gap in terms of what they could 
know. There appears to be a continuum ofknowledge with general FAS/E knowledge on 
the lower end, case management near the middle and behavioral and learning knowledge 
higher. The literature points out that a good understanding (baseline knowledge) of the 
issue is required if appropriate intervention and case management strategies are to be 
developed. If this is true, higher general knowledge would lead to better case 
management. Given the predominance of this problem in the north, and the lack of 
comprehensive knowledge of the disorder among child protection workers in this region, 
it is important that future research in this area take place. Does base line knowledge of 
F AS/E lead to better case management? 
Practice and Policy Implications - FAS/E Knowledge 
In this study, all child protection workers are aware ofF AS/E as a "condition". 
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The majority also recognize it as a problem within the'ir geographical region as well as on 
their caseloads. The ideal situation would be for child protection social workers to know 
all of the questions completely. Some of the reasons for this are explored by Weiner and 
Morse (1994). The authors agree with the notion that early intervention is the key to 
assisting F AS/E children in reaching their full potential. However, the authors argue that 
the effectiveness of early intervention depends on two premises: "1) that a diagnosis is 
made efficiently and accurately; and 2) the nature of the disability is well enough 
understood so that targeted, effective interventions can be designed" (p. 67). They go on 
to suggest that "before adequate interventions can be designed, the challenges of 
rearing ... the diverse population of children with F AS must be understood" (p. 70). What 
this means is that a sound knowledge base ofF AS/E is needed to both recognize the 
problem and to ensure effective case planning and treatment. 
For the policy makers within MSS, it needs to be noted that child protection 
workers are of the opinion that F AS/E is a significant issue, at least in the northern 
regions of British Columbia. This is supported by researchers such as Asante (1981) and 
Robinson, Conry and Conry (1987) as well as my own experience as a child protection 
worker in northern and remote regions of the province. Gove (1995) also comments on 
the fact that fetal alcohol syndrome and issues relating to substance abuse are areas in 
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which child protection workers require more training. It is my contention that if the 
majority of workers who provide services to these children and families are not aware of 
the basic foundation of knowledge associated with F AS/E, many more children will "fall 
through the cracks" as was the tragic case of Matthew Vaudrieul (Gove, 1995). Both 
Matthew and his mother were said to be individuals with 'special needs'. What this 
means is that both the mother and child exhibited problems that raised questions as to 
their ability to function within the 'normal' range. What Gove argues is that child 
protection social workers involved with Matthew did not have an adequate understanding 
of these special needs. He implies that errors made by child protection workers, because 
of this lack of knowledge, were a factor in Matthew's death. Many of the limitations 
exhibited by Matthew and his mother are also known to occur with F AS and F AE 
individuals, although neither was diagnosed with the disorder. Without proper 
knowledge ofFAS/E, similar uninformed assessments that jeopardize the safety of 
children, could again be made by unsuspecting child protection workers. 
The other issue of concern for policy makers is the magnitude of the problem and 
the multi agency involvement required to deal with F AS/E. The literature points out that 
no one agency can effectively deal with the many complex issues associated with F AS/E; 
a multi-disciplinary approach is required (Burgess & Streissguth, 1992; Malbin, 1991; 
Weiner & Morse, 1994). One of the greatest barriers identified in the literature and 
reiterated by child protection workers in this study is a lack of trained resource people to 
effectively deal with FAS/E (Malbin, 1991). As Burgess & Streissguth (1992) point out, 
"if we focus on building teams, both within and among our disciplines we can make 
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progress in creating effective programs" (p. 30). In order to do this, it stands to reason 
that all those who provide services to children and families that have been impacted by 
F AS/E must have a comprehensive knowledge of the disorder. Specifically, training in 
the areas ofF AS/E general knowledge as well as case management strategies, are 
therefore, required. 
What Accounts for the Knowledge Base 
In attempting to address the second part of the research question - "What accounts 
for the F AS/E knowledge among child protection workers?" demographic and work 
related histories of the respondents were examined. Specifically, the effects of gender, 
education, human service experience and MSS social work experience on F AS/E 
knowledge were considered. 
The findings suggested that the relationship between gender and knowledge 
(noted by the Phi coefficients and percentage scores) is weak. However, where there was 
an association, percentage comparisons indicated that men tended to respond correctly 
more frequently than women. The fact that men seemed to have a better F AS/E 
knowledge base is interesting for a number of reasons. First, the majority of child 
protection workers within MSS are women. Second, as pointed out earlier in the 
literature review, the role of protecting and caring for children has been seen traditionally 
as 'women's work' (Swift, 1995) and it is often assumed that women will have more 
knowledge relating to the care of children. In addition, a direct cause of F AS/E is the 
consumption of alcohol by the woman during pregnancy - which, like child care, is often 
seen as only a woman' s issue. As discussed in previous chapters, men can often have a 
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major influence on whether women drink during their pregnancy. Women who give birth 
to F AS/E children rarely drink alone. In light of these points, there may be an 
assumption that women know more about F AS/E, an assumption not supported in this 
study. However, caution is needed before drawing definite conclusions about these 
findings. More research needs to be conducted to better understand this gender variation. 
For example, it may be reasonable to suggest that these gender differences in F AS/E 
knowledge may be an outcome of more social work experience by male workers or other 
background factors, which were not examined in this study. 
The second demographic variable cross tabulated with the three categories of 
F AS/E knowledge was education - those who had at least some BSW education and those 
who had none. The findings here seemed clear. Social work education5 (BSW) has either 
little or no influence on the F AS/E knowledge base of child protection workers in terms 
of general knowledge, behavior and learning knowledge and case management. What 
this appears to suggest is that a BSW education in itself, is not a solution for the lack of 
F AS/E knowledge among child protection social workers. While this may be accounted 
for by the fact that the subject ofFAS/E may not have been taught as part of the BSW 
curriculum, it raises the issue of how social workers are to gain the necessary knowledge 
that is required to meet the diverse needs of the population. Gove (1995) sees a BSW 
education as one solution to this problem and suggests that courses on F AS/E, dealing 
with the mentally challenged, mental illness and substance abuse "are topics that child 
sIn this sample ofthose who are considered to have BSW education, 27 have a BSW degree; 19 have a 
BSW plus another undergraduate degree; 2 have a BSW plus a partial MSW degree; while 4 have another 
undergraduate degree with a partial BSW. 
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protection workers would benefit from" in a BSW degree (1995, Volume 2, p. 155). He 
also implies that universities are willing to direct students who are contemplating a career 
in child protection to seek out these courses. What Gove fails to realize is that these 
courses are generally offered as electives (if at all). In addition, there are not enough 
courses in a BSW program to accommodate all necessary topic areas relating to child 
protection work. What appears to be more reasonable is that this type of training needs to 
be offered to workers in areas where the demand dictates the need. For example, if 
F AS/E is considered problematic in a geographical area, then related training on that 
issue should be made available to those workers. It is unrealistic to think that everything 
one needs to know to practice as a child protection worker could be attained by 
completing a BSW. However, where demand dictates, special competency training in 
F AS/E seems warranted. 
Other factors that are more systemic within MSS may also need to be considered 
when one looks at implementing additional training for social workers. For example, a 
comment that I often heard from child protection worker colleagues relates to the 'burden' 
of extra training. Training that is often of value to child protection workers in the north is 
frequently given in southern locations. Extra time spent away from families, child care 
arrangements for single parents and no back fill on worker case loads, are often barriers 
to seeking out valuable training opportunities. Therefore, the F AS/E training 
opportunities will need to be offered locally to maximize attendance. However, the 
explanations regarding training need to be considered cautiously as questions relating to 
F AS/E training were asked in the questionnaire. The fmdings showed that specific 
training only marginally affected their knowledge ofF AS/E. What this suggests is that 
before developing training courses relating to F AS/E, the content needs to be clearly 
worked out. 
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What exactly is it that child protection social workers need to know? Once this is 
more clearly determined, training courses can better equip workers to deal with the 
FAS/E clients in their daily practice. To do this, we will need to identify all of the FAS/E 
knowledge areas that child protection workers should be aware of. General knowledge, 
behavior and learning and case management strategies may only be three dimensions. 
Even within these areas there may be other knowledge items not considered in this study. 
The items used in the questionnaire may also be too general. It may be more useful to 
give a case scenario that relates to a protection concern with an F AS/E child and then ask 
the child protection worker how they would intervene with the family. This would elicit 
valuable information about their knowledge of case management. 
Other factors that can impact the CPWs knowledge ofFAS/E are the attitudes of 
child protection workers towards F AS/E individuals. A highly moralistic stand on the 
issue ofFAS/E (victim blaming) may prevent the child protection worker from seeking 
further knowledge on the subject. For example, child protection workers who feel that 
women who drink alcohol during pregnancy are somehow less deserving of services than 
w:omen who did not drink, may be unable to effectively manage F AS/E impacted families 
even with an adequate FAS/E knowledge level. Issues such as this however, were not 
addressed in this study. 
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Human Service and MSS experience also seemed to have little impact on the 
overall F ASIE knowledge base of child protection workers, except when it came to the 
behavior and learning and case management ofF AS/E. Those with more experience, 
especially with MSS, generally knew more about how to case manage F ASIE clients (see 
Table 6.3). Although this study did not explore the reason for this, it may be reasonable 
to speculate that because F ASIE is such a relatively new area of concern, even those with 
long term human service experience may not have had adequate training that would lead 
to better F ASIE knowledge. However, more experience with case management generally 
may have assisted the workers in identifying appropriate case management strategies for 
working with F ASIE clients. These workers may not have had sufficient general F ASIE 
knowledge but experience seems to be the key. For example, strategies used in effective 
case management can often be a case of trial and error initially, until more experience is 
gained. What this implies is that those with more experience would have a larger 
repertoire of skills and knowledge to draw upon when difficulties arise. Many of the 
strategies used in managing other clients with limited abilities are similar to those used 
in working with F AS/E. This may also have been an added benefit to those with more 
overall social work experience. 
For the items relating to the behavioral and learning knowledge ofF AS IE, there is 
very little variation to explain. The majority of workers knew the behavior problems and 
learning difficulties associated with F ASIE regardless of their demographic or work 
histories. One factor that may account for this is that many of the behavior and learning 
problems associated with F ASIE are also common among other child protection related 
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concerns. For example, family violence, poverty, and all forms of child abuse also 
contribute to behavior and learning problems in children (Falconer & Swift, 1991). Many 
of these same issues are also encountered when working with F ASIE clients. Therefore, 
child protection workers may be sensitive to these behavior and learning problems as they 
are more common in child protection caseloads. This may account for the higher 
knowledge of behavior and learning problems experienced by F AS/E children. 
Practice and Policy Implications 
In terms of current practice and policies relating to the training of child protection 
workers it is interesting to speculate on the inherent philosophies underpinning child 
protection woik The front line work of child protection has always been dominated by 
women. Although women have traditionally had the primary responsibility of caring for 
and protecting children, it cannot be assumed that they are therefore inherently skilled at 
managing all children particularly those with F AS/E. The question arises as to whether it 
is because 70% of the workers who-provide child and family related services are women 
(Swift, 1995), that we neglect to insure adequate training of child protection workers? 
Could it be that the lack of training of child protection workers is influenced by the belief 
that women, who comprise the majority of workers, do not require training? This is an 
interesting hypothesis, but again, this study did not address this issue. 
Another consideration is that the work of child protection is a very diverse and 
complex issue, requiring a large range of skills and knowledge. Gove (1995) suggests that 
a BSW is a solution toward assisting with this task. The findings of this study however, 
suggest that a social work degree in itself is not the only variable in the equation. There 
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is little doubt that additional skills and knowledge in the area ofF AS/E are required. A 
BSW may provide some assistance in this area, however, this study did not explore the 
type of education/training that would best meet this need. Nor did it address how this 
training/education should be provided (i.e. through universities, offered as in-service 
training or sought through on-going professional development). However, this will need 
to be addressed if children and families with F AS/E are to receive the services that MSS 
is mandated to carry out. 
F AS/E also needs to be recognized as a legitimate disability given the life long 
limitations that are associated with it. As it stands right now, the guidelines regarding the 
transfer of clients between Family Services caseloads and "Services to the People With 
Mental Handicaps" (SPMH) program is governed by IQ - where those with less than an 
IQ of70 being eligible. As the literature points out, many FAS/E children do not show a 
deficit in IQ per se, as their disability is in adapting to the world around them. Current 
policies need to be changed to accommodate disabilities which limit a person's ability to 
become independent. Without access to appropriate services, many F AS/E individuals 
will be unable to become productive members of society. 
Summary 
Child Protection workers are called upon to manage more and more complex 
problems with fewer resources. The phrase 'protecting children' suddenly takes on new 
meaning when we begin to explore issues such as F AS and F AE, where children are 
requiring protection before they are born. Suddenly we are faced with children who may 
not present with any visibly discerning physical attributes but exhibit problems that can 
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become overwhelming for the unsuspecting parent. Issues such as these are compounded 
when the research to date has been unable to provide many of the answers. What level of 
functioning can be expected of an F AE or an F AS child? .... An F AS/E parent? How much 
can a pregnant mother drink before her child's potential functioning is impacted? How 
does one case manage these children effectively? These are just a few of the questions 
that are as yet, unanswered. The only thing that we do know with certainty is that alcohol 
does have the potential to impact the developing fetus. The limited research that has been 
done to date suggests that early intervention with affected children is the most optimal 
solution. Therefore, child protection workers as well as other health professionals need to 
be knowledgeable about F AS/E in order to provide appropriate interventions. The 
literature suggests there is a direct relationship between a comprehensive understanding 
of the problem and the development of effective case management strategies. Without 
this intervention many F AS and F AE children will be deprived of an opportunity to 




The purpose of this research was to conduct a descriptive and exploratory survey 
on the F AS/E Knowledge base of child protection workers within Region J in northern 
B.C. The terms 'descriptive' and 'exploratory' imply the collecting of information to 
get a picture of the specific details of a situation (Neuman, 1994). This was done by 
collecting data with a survey questionnaire that examined the F AS/E knowledge base of 
child protection social workers and their demographic and work related histories. 
Specifically, the study examined what child protection social workers know about F AS/E. 
Another objective of the study was to find out whether demographic and work related 
variables such as gender, social work education, MSS and human services experience 
contributed to that knowledge base. This was done by cross tabulating these independent 
variables with the individual F AS/E knowledge items. 
At the beginning of this study the extent to which F AS/E is said to be a problem, 
especially among northern and remote areas, was discussed. The magnitude of this 
problem was also noted in the responses of child protection social workers who 
completed the questionnaire. Throughout the study, it was argued that without an 
adequate understanding ofF AS/E, CPW s would be less equipped to devise appropriate 
treatment and intervention strategies. According to Guinta and Streissguth (1988), to best 
serve F AS/E clients, helping professionals "need to be acquainted with the identification 
ofF AS, the needs ofF AS patients and the needs of their caretakers" (p. 453). 
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The following conclusions can be drawn from the research undertaken in this 
study. First, it was shown that the general knowledge of F AS/E among workers is 
weakest, while knowledge relating to the behavior and learning problems, and to a lesser 
extent case management strategies, was stronger. Second, the findings showed that the 
demographic and work related variables explored in this study had little or no influence 
on the F AS/E knowledge levels of CPW s. 
These findings offer certain guidelines as to where to start addressing the needs of 
child protection workers on the issue of F AS/E. Although the findings show that there 
were fewer correct responses to the categories of general knowledge and case 
management than there were to behavior and learning, if one examines each question 
separately, there are still a large number of protection workers who lack information in all 
three F AS/E knowledge dimensions. Further training is obviously needed given this 
uncertainty. Not having the skills and knowledge to make an accurate assessment as well 
as the knowledge to know what to do once the assessment is made, has been one of 
Gove's (1995) major criticisms of child protection social workers. How we insure that 
child protection workers have these qualifications remains problematic, particularly in 
terms of the finding that by itself, a BSW has very little impact on the F AS/E knowledge 
base of child protection social workers. What does seem certain however, is that 
competency based training, as suggested by Gove, is required in the area ofF AS/E. 
From my own experience as a child protection worker practicing in this region of 
the province for several years, I did not find all of these results surprising. I knew that 
the overall level ofF AS/E knowledge among child protection social workers, at least in 
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the north, was not sufficient to effectively deal with the growing numbers ofFAS/E 
individuals that were being identified. However, my expectation and perhaps personal 
bias, was that those with social work training would know more about F AS/E than those 
without. My other assumption, albeit stereotypical, was that gender would be a factor in 
F AS/E knowledge, in that women would have better knowledge. Both of these 
assumptions were not supported in this study. As pointed out in the previous chapter, 
women are not inherently skilled at providing care for all children. Another interesting, 
yet disturbing fmding, concerns the paucity of research that has been conducted in the 
area of child welfare and the case management ofF AS/E. This is surprising given that 
the literature implies that the potential for child welfare intervention with F AS 
individuals and their families is quite high (Burgess & Streissguth, 1992; Malbin, 1991; 
Tracey 1992). However, this is only an assumption and has not been tested in the 
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existing research. While there is little research in this area, the argument put forth here is 
that early intervention is crucial for individuals affected by F AS/E. For those who are in 
a position to intervene early and provide services, adequate information about the 
complex nature of the disorder must be known. "The challenge for ... service providers is 
to help these children harness their potential and find their place in the world" (Guinta & 
Streissguth, 1988, p. 459). 
Limitations and Areas for Future Research 
There are a number of limitations in this research. These need to be considered 
when assessing the findings presented above. First, it needs to be emphasized that while 
a total enumeration of child protection social workers in Region J was undertaken, only 
65% of those workers responded. The sample may not therefore, reflect the F AS/E 
knowledge levels of all Region J child protection workers. 
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Another limitation stems from the pretest. Given the small number of respondents 
in this pretest, it did not reveal that many of the items designed to measure knowledge, 
did not discriminate, resulting in skewed marginals. Either the majority of the workers 
knew ,the correct answer, or they did not. Because of this, there is very little variation left 
to explain. This could be a major reason for the low correlation between the dependent 
and independent variables. Future research needs better items or different means of 
measuring and ranking item responses. Rather than relying on 'yes' or 'no' answers, 
questions need to be more conducive to the rank-ordering of responses on a continuum. 
This may improve the variation in responses (item discrimination) which is required to 
adequately evaluate associations between the independent and dependent variables. 
Further issues relate to the F AS/E knowledge questions. First there was little 
correlation both within and between the items used to construct the different knowledge 
areas. As noted above, this may indeed be an outcome of the skewed knowledge levels in 
the different areas ofF AS/E. Therefore, rather than calculating overall knowledge scores 
for each dimension, an individual item analysis was conducted. The current analysis 
could have factor analyzed the responses to the different knowledge items to see if there 
were identifiable empirical dimensions or factors that could be gleaned from these data. 
Future research using this type of analysis may prove fruitful, as there is considerable 
overlap in the different dimensions ofF AS/E knowledge examined and the items used to 
measure them. This was not undertaken in this· study as the level of measurement and the 
sample size were not appropriate in this type of analysis. Clearly, work is required to 
improve the measures of these knowledge dimensions. 
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Another issue is that some of the knowledge questions, which required 
explanations in the answers, were less amenable to measurement. For example in the case 
management section, participants were asked to respond 'yes' or 'no' to item #8 which 
asks, "Would the qualities you would look for in a caregiver/foster parent differ if you 
were to place a F AS IE child with them?" The second part of this item asks respondents 
to "Please explain" you answer. In this latter part, it was difficult to quantify an answer 
as being more correct than another if the answer was not totally correct. These items 
were left out of the analysis but can be used for future research that is more concerned 
with differences in responses rather than the rank ordering of correct and incorrect 
answers. In addition, some of the questions lacked clarity. For example in the question 
"Can F AS/E be inherited?", it was not clear whether the question was concerned with 
genetic inheritance or whether it is socialized inheritance (i.e. that it ran in families 
through the transmission oflow socio-economic status). Future inquiries would need to 
make this distinction clear. Other limitations are that only a few items were contained in 
each of the three knowledge based categories. More questions or different types of 
questions could have been added. For example, a case scenario could have been given 
with questions that would identify how child protection workers would intervene. Other 
measures or perhaps more measures of what constitutes F AS/E knowledge could have 
been looked at in order to provide a more exhaustive measure of each category. For 
example, a section on attitudes relating to F AS/E might have been included. Given these 
limitations, it seems clear that more research is required to develop a research tool that 
adequately reflects F AS/E knowledge. 
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The demographic variables could also be revised to differentiate CPW s who work 
in 'functional' offices such as adoptions or resources, from those who are more generic or 
'generalist' in their child protection practice and carry out all child protection functions. 
A question could also be added to distinguish those who are district supervisors from 
those who are line workers to ascertain if there is any difference in F AS/E knowledge 
between the two groups. These kinds of analyses require a larger sample to permit a more 
detailed look at the zero order and partial relationships between knowledge and the 
demographic and work related variables. 
In spite of the limitations presented above, the information from this study does 
add to our understanding of the level ofF AS/E knowledge among child protection 
workers within Region J. The findings suggest there is a weakness in the area ofF AS IE 
general knowledge among child protection social workers. Many, however, seem to have 
a solid understanding of the behavior and learning difficulties associated with it. These 
are the behavior and learning difficulties often used to identify F AS/E clients. Child 
protection worker's knowledge of strategies used to intervene with F AS/E were 
surprisingly good, but could be improved upon. My contention is that an increase in 
general knowledge would facilitate better case management. However, this assumption 
still needs to be tested and remains an important area for future research. 
The findings also suggest that experience may be a key factor. There is some 
indication that social work and general human service experience translates into better 
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knowledge. However, social worker education seems to have little impact on workers 
FAS/E knowledge. This does not mean that Gove's (1995) recommendation that all child 
protection social workers should have a BSW is without merit. What the findings seem 
to indicate is that the route to take in enhancing workers' Imowledge ofFAS/E may not 
be limited to only social work education. For example a BSW tends to focus on more 
generalist theoretical issues and insights, while it appears that specific competency based 
training is required for F AS/E. 
As the incidence ofF AS/E appears to be increasing worldwide, future research on 
the F AS/E knowledge levels of all child protection social workers seems warranted. Such 
initiatives might also include a survey of non-medical and para-medical professionals in 
British Columbia that deal with F AS/E clients. This would include educators, 
counselors, speech and language therapists, occupational and health workers. As alluded 
to earlier, a combined effort of human service professionals is required to deal with 
F AS/E effectively. 
To summarize, the damage associated with FAS and FAE is life long. Yet these 
conditions are not hopeless. The afflictions ofF AS and F AE can be dealt with more 
effectively than they are today with early identification and the organization of 
appropriate interventions and treatment (Burgess & Streissguth, 1992). To date, most 
research on F AS/E looks at the medical aspects of this problem. More research is needed 
in other areas, particularly prevention and areas relating to the day to day issues of 
tertiary care. It is investigations of this type that will guide our own development of 
appropriate strategies for CPWs confronted with FAS/E clients among their caseloads. 
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F AS/E Survey Questionnaire 
SEcriONONE 
TC? START, I WOULD APPRECIATE IT IF YOU WOULD ANSWER A FEW 
GENERAL QUESTIONS ABOUT YOURSELF. 
1. Are you female or male? 
__ (1) Female 
__ (2)Male 
2. How old were you on your last birthday? 
3. Please check (f) your current educa~onal status below: (Please check all that apply) 
__ (1) Post Secondary Certificate (1 year program) 
__ (2) Post Secondary Diploma (2 year program) 
__ (3) Partial Degree (Please specify) ___ _ 
__ (4)BSW 
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__ (S) BA (If yes please state discipline i.e. (Anthropology)------
__ (6) B.Sc. (If yes please state discipline i.e. (Chemistry) ______ _ 
__ (7) Other Bachelors Degree (please specify)--------=-=---~­
__ (8) Masters Degree · (If yes, please specify discipline i.e. MA- History) 
__ (9) Other (not mentioned above). Please Specify 
4. How long have you been a social worker with the Ministry of Social Services in British 
Columbia? (If less than one year please state the number of months)? ______ _ 
S. In total, how long have you been working in the human services field?------





TIIIS SECTION OF TIIE QUESTIONNAIRE LOOKS AT TIIE PERVASIVENESS OF 
FASIE AFFECTED INDIVIDUALS ON YOUR CASELOAO. 
1. Do you consider the issue ofF ASIE to be a problem/concern in the geographical area in 
which you work. Please explain. 
__ (1)No 
__ (2)Yes 
2. In your opinion, APPROXIMATELY what percentage of adults on your caseload are 
DIAGNOSED or SUSPECTED ofhaving FASIE ? 
3. In your opinion, APPROXIMATELY what percentage of children on your caseload are 
DIAGNOSED or SUSPECTED of having FASIE ? 
SECTION THREE 
IN THIS PORTION OF TIIE QUESTIONNAIRE, I WOULD APPRECIATE YOUR 
VIEWS RELATING TO F AS/E. 
1. In your opinion, does F AE differ from F AS? 
__ (l)No 
· __ (2) Yes. If yes, how do they differ. 




3. What do you consider to be the main characteristics in the diagnosis ofF AS? 
2 
4. In your opinion, who can make the decision whether an individual has F AE or F AS? 
5. As far as you are aware, is there any service provider in yom geographical area who can 
make the decision whether an individual has F AEIS? 
__ (l)Yes 
__ (2) No If no, where would you refer suspected F ASIE individuals for 
diagnosis.-------------------------
SECfiONFOUR 
TillS SECTION PERTAINS TO BEHAVIOUR AND LEARNING DIFFICULTIES 
RELATED TO FASIE. PLEASE GIVE YOURVIEWS ON 1HE FOLLOWING 
QUESTIONS. 
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2. In your opinion, what are some of the most common maladaptive behaviors displayed by 
F ASIE children that are markedly different from other children? 
3. From your experience and/or knowledge, what are some of the most common learning 
difficulties displayed by F ASIE children that are markedly different from other children? 
3 
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4. In your opinion, are F ASIE children born with physical ailments any more often than other 
children? Please explain. 
__ (l)Yes 
__ (2)No 
5. From your understanding of childhood development and F ASIE, do these children "get 
better" as they progress through their development stages? Please Explain. 
__ (l)No 
__ (2)Yes 
6. In your opinion, do F ASIE adults experience any more difficulties in their day to day lives 
then other adults.? Please explain. 
__ (l)No 
__ (2)Yes 
7. From your experience, what are some of the common misdiagnosis or "labels" given to 
. F ASIE individuals? 
SECl'ION FIVE 
IN TillS SECTION, I WOULD APPRECIATE YOUR COMMENTS AND OPINIONS ON 
CASE MANAGEMENT STRATEGIES . 
1. In your opinion, what are some of the most common reasons why an F ASIE child comes to 
the attention of the MSS. 
4 
2. From your experience and/or knowledge, are F ASIE children apprehended more often then 
other children who are not F ASIE? Pleas.e explain. 
_ . _(l)Yes 
(2)No 
3. Could you please briefly describe some typical SOCIAL, ECONOMIC AND FAMILY 
factors that impact families with F ASIE children? 
4. In your opinion, would the general case management strategies one uses in working with 
FASIE affected children in care (CIC's) differ from the strategies one would use in managing 
other CIC 's? Please explain. · 
__ (l)No 
__ (2)Yes 
5. In your opinion, would the general case management strategies used in workiD.g with an 
F ASIE adult differ from the strategies one would use in working with other adults? Please 
explain. 
6. What helpful "hints" or "suggestions" would you give colleagues, working with an F ASIE 
adult? 
7. In .your opinion, can the common provincially mandated professional services, that are 
~enerally offered in communities, be utilized to benefit FASIE children? Please explain. 





8. Would the qualities you would you look for in a caregiver/foster parent differ if you were 
wanting to place an F AS/E affected child with them? Please explain. 
__ (l)No 
__ (2)Yes 
9. Would the type of support you offer a caregiver/foster parent differ, if you were to place 
an F AS/E child with them? Please explain. 
__ (l)Yes 
__ (2)No 
10. Would the type of support you would offer an F AS/E adult differ from the support you 
would offer other adults on your case load? Please explain. 
__ (l)No 
__ (2)Yes 
11. Do you feel you have sufficient resources in your geographical area to adequately deal 





IN TIUS LAST SECTION OF TIIE SURVEY, I WOULD APPRECIATE YOUR 
COMMENTS IN TIIE AREA OF FASIE TRAINING. 
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1. In your opinion, should the job you currently hold as a social worker with the MSS, require 
any training in the area ofF AS/E? Please explain. 
__ (1)Yes 
__ (2)No 
2. Do you feel that your own training around F AS/E is sufficient to deal effectively with the 
case management ofFAS/E individuals? Please explain. 
__ (1)No 
__ (2)Yes 
3. Have you attended any workshops/seminars relating specifically to F AS/E? 
__ (1) No 
__ (2) Yes If yes, please specify CONTENT of seminar/workshop e.g. 
Introduction to FASIE . 
1) _____________ _ 
~--------------
4. Have you read any material relating specifically to F AS/E? · 
__ (l) No 
__ (2) Yes. If yes, please specify what areas you have read about e.g. Loria: term 
outcomes. 
1) _____________ _ 
2) _____________ _ 






6. In your opinion, should CORE training for social workers include training on F AS/E? 
Please explain. · 
__ (l)No 
__ (2)Yes 
7 If cost was not a factor, would you attend F ASIE related training or workshops if it was 
offered outside of you normal working hours? Please explain. 
__ (l)Yes 
__ (2)No 
8. Should F ASIE related courses be made available to MSS social workers? 
__ (l)No 
__ (2) Yes If yes, what areas should be covered in this training. 
9. What factors would encourage you to attend courses of this type? 
8 
THE END 
TIIANK YOU VERY MUCH FOR PARTICIPATING IN TinS SURVEY. IF YOU 
WOULD LIKE TO MAKE ANY COMMENTS ON TinS TOPIC, PLEASE USE TilE 
SPACE BELOW. 
PLEASE ENCLOSE THE SURVEY IN THE ENVELOPE PROVIDED. SEAL · 
TilE ENVELOPE AND RETURN IT TO YOUR ADMINISTRATIVE S!JPPORT 
PERSON WHO HAS BEEN SO KIND AS TO COLLECT THE SURVEYS AND 





Letter of Introduction to Respondent 
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FASfE SURVEY QUESTIONNAIRE 
INSTBUCIJONS 
The following questionnaire will e."C:unine a number of views. opinions and ideas. that e:dst :unong Region 
J social workers on the issue of fet:li alcohol syndrome (FAS) and fetal alcohol effects ( F AE). 
I. There are si."< sections to the questionnaire. c::lch relating to a specific :JSpect ofFAS.E. The time 
required for completing the survey is approximately thirty minutes. 
2. The design of the survey is such that some of the questions are more difficult to answer than others. Do 
not worry if you are unable to answer certain questions. If this is the C:JSe. please write "don't know" 
in the space provided. This is not a tesL We are only interested in your opinions and e.'Cperienccs. 
3. We :JSk that you rely on your peaonal knowledge only to complete the questionnaire. Ple:JSe answer 
the questions without assistance from cqlleagues. friends or reference material. 
4. Once the survey is complet-d. plC:JSe place it in the envelope provided. Seal the envelope and return it 
to the Supervisor of Administrative Support (SAS) in your office. Please complete the survey so that 
it can be returned to me by SEPTEMBER 8. 1925 
S. To maintain respondent confidentiality, individual survey questionnaires will be rett.. . .:need by a 
computerized ID code only. Infonnation obtained from the questionnatr will also e coc!ed so that 
specific responses made by individUals will n r l·c identifiable 
6. Thank you for your support in this matter. {f you require further information about this study please 
c:ail Jeanette Turpin at 967-4142 or Glen Schmidt (UNBC academic advisor) at 960-6519. 
OFFICE USE ONLY 
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Dear Colleague 
I am writing to request your assistance in completing the attached 
survey on fetal alcohol syndrome and fetal alcohol effects. This survey 
is being sent to all F&CS line social workers who are currently working 
in Region J. In addition to demographic information, the survey is 
aimed at obtaining social workers' opinions and views on the different 
aspects of FAS / E. 
I am currently on a leave of absence as a social worker wi th MSS 
in Fort St James. Although I could think of many less stressful ways 
to spend this time, I have chosen to attend the new University of 
Northern British Columbia to complete my Masters Degree in Soc ial Work. 
In addition to the course work, part of the requirements for this degree 
entails completing a Research Thesis. Those of you who know me are 
aware of my inte r est in FAS/E. I have decided to pursue this issue 
beyond the interest stage and have chosen it as the theme for my 
research thesis. I have approached F&CS Division in Victoria with my 
research interest and have recei ved approval in completing this 
project . 
I am also wanting to find out how pervasive FAS/E is among social 
worker caseloads in "the north". I f my survey findings perceive a 
need for social worker t r aining arc 1d FAS / E, this information will 
be used as input for the revamping of current training (CORE I and II 
and in-service training), that is given to new and existing employees. 
I am therefore requesting that you take approximately one-half 
hour out of your already busy day to complete the attached survey. 
Once completed, the results of the survey will be shared with you via 
the Regional Director. As you will note, there is no request for you to 
submit your name on the survey fo rm . Confidentiality will be maintained 
to the extent that all surveys will be identified according to office 
code only - not by the specific workers' name. In lieu of referring to 
specific offices, we will address geographical locations within Region 
J. Please complete the questionnaire by September 5, 1995. Once 
completed, please return the questionnai r e to the Administrative Support 
Person (SAS)who will then forward them on to me. 
Your input into revamping the existing social worker training 
program is critical. Front line workers are the ones who best know 
what their training needs are. If you consider FAS/E an issue that 
you and other social workers need to know about - or even if you don't, 
let your views be known . Please take the time to complete the attached 
questionnaire. I thank you in advance for your support on this 
project. 
( 
. ----- // 
~~eanette Turpin 
t _ _.. ~ 
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AppendixE 
List of Summary Table Questions and Answers 
APPENDIXE 
FAS/E Knowledge Categories 
Answer Key 
General Knowled~e 
1. Does F AS differ from F AE? 
Answer: Yes. 
2. How does F ASIE differ? 
Answer: F AS requires all four of the diagnostic criteria. F AE is given if individuals 
exhibit one or more but not all of the criteria. 
3. Can FASIE be inherited? 
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Answer: No. F ASIE is caused by exposure of the fetus to alcohol in utero. A woman 
who does not drink alcohol during pregnancy will not give birth to an F ASIE child. 
4. What are the main characteristics in the diagnosis ofF AS? 
Answer: 1) Maternal history of alcohol consumption during pregnancy. 
2) Growth retardation (pre and/or postnatal) 
3) Characteristic pattern of facial features 
4) Central Nervous System (CNS) Damage 
5. Who can make the decision whether an individual has F ASIE? 
Answer: A dysmorphologist (doctor specializing in birth defects); a geneticist; a 
pediatrician; and although it is not typical, a physician who has taken special training in 
the area ofF AS/E. 
Behavior and Leamin~ 
1. Do FASIE children have problems coping in a typical classroom? 
Answer: Yes. Common problems are sensory overload, inability to staying on task, 
distractibility, inability to keep up with the rest of the class, socialization problems. 
2. Are F ASIE children born with physical ailments any more often than other children? 
\20 
Answer: Yes. F ASIE individuals generally have multiple needs. Because alcohol is a 
teratagon, it causes birth defects, these children have a higher than average frequency of 
major and minor congenital anomalies. Common ones as heart malformations, hernias, 
dental problems, ear and respiratory problems. 
3. Do F ASIE children 'get better' as they progress through their developmental stages? 
Answer: No. 
4. Please explain your answer (to Question #3.) 
Answer: The effects of alcohol's damage to the fetus are life long. Some who have less 
severe problems can learn adaptive strategies, however, they will never 'get better'. 
5. Do F ASIE adults experience to day lives then other adults? 
Answer: Yes. The problems that affect F ASIE children persist into adulthood. Because 
of their poor adaptive skills, some type of supervision is generally required. 
Case Maoa~ement Strate~ies 
1. Are F ASIE children apprehended any more often than non ·~ ASIE children? 
Answer: Due to the type of problems manifested by F ASIE children, they can be very 
difficult to raise. If they continue to be raised in an alcoholic envir nment, risk of neglect 
and abuse increases exponentially. Because of these problems, the literature suggests that 
these childr n are in at a higher than average risk for abuse and neglect, are often 
involved with child welfare services and are cared for often by alternate caregivers. 
2. Would the CMS one uses in working with an F ASIE child differ from the ones used 
with a non F ASIE child? 
Answer: Yes. The approach would be different dependent on the nature of the damage 
that alcohol had imposed. Especially in areas such as reasoning and cause and effect and 
referrals to cognitive types of therapies as they have improved ineffective with these 
children. 
3. Would the CMS one uses in working with an F AS/E adult differ from the ones used 
with a non F ASIE adult? 
Answer: Depending on the nature of the damage caused by the alcohol exposure, these 
individuals are said to be 'non competent' in many areas. Because of this, exceptions 
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need to be geared to the ability of the individual and support/services need to be based on 
those expectations. 
4. Would the qualities you would look for in a caregiver differ if you were to place an 
FAS/E child with them? 
Answer: Yes. A nurturing environment with a caregiver who can live a life that is 
highly structured and routine oriented is said to be optimal for F AS/E children. 
Caregivers who are low key individuals, are comfortable and secure with themselves and 
who live stable and predictable lives have the highest lik lihood of success. 
5. Would the type of support you offer a caregiver differ if you placed an FAS/E child 
with them? 
Answer: Yes. Multiple placements are often typical with F AS/E children because of the 
extra demands that are placed on the caregiver. Extra supports to maintain a stable family 
environment for the F AS/E child is crucial. 
6. Would the type of support you offer a FAS/E adult differ from the support you would 
offer other adults? 
Answer: Yes. Given that the problems associated with F AS/E persist in to adulthood, 
extra support is required. 
